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FOKEWORD 

Thb following pages are designed to be of service 
to general practitioners, and to help, especially, the 
junior commencing practice. 

Much of the subject-matter, though mainly original 
in form, has been gleaned from many medical works 
and journals, both British and foreign, in odd hours 
and half-hours, during the Sturm und Drang of busy 
professional life, and we have ventured to intersperse 
the results of many years of personal experience. 

The field of medicine is so vast in extent that it is 
impossible in a few pages to cover much of it, and 
we have been able to present a selection only of what 
we have ourselves found specially interesting and 
useful, and which has enabled us to recognise, and 
treat successfully, many cases with which otherwise 
we should have been at a loss how to deal. 

In no sense, therefore, do these leaves profess to 
be a comprehensive medico-chirurgical vade-mecum ; 
And, although some topics are treated more fully than 

V 
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vi FOREWORD 

others, no article is meant to be considered other than 
a brief resume of the subject treated of. Those for 
whom these notes are intended are presumed to be well 
acquainted with the general principles of their profes- 
sion, and to be possessed of standard textbooks for 
reference ; hence, in a series of unconnected memo- 
randa, only the more salient and practical points which 
have proved invaluable to us are referred to, and which, 
it is hoped, may be found equally helpful to others in 
the treatment of perplexing and atypical cases. 

A. T. B. 
J. It. K. 

Dkiffield, E. Yorks, 
September 14, 1909. 
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CLimCAL MEMORANDA FOR 
GENERAL PRACTITIONERS 

PART I 
MEDICAL 

ABDOMINAL PAIN 

There is no part of the human body where problems 
more complex and obscure present themselves to the 
general practitioner to be solved by him than the 
abdomen, and there is no symptom which, when 
correctly interpreted, can do more towards the eluci- 
dation of such problems than pain. 

There are three distinct varieties of abdominal 
pain : (1) Constant ; i^l) intermittent ; (3) constant, 
with intermittent exacerbations. 

Pain must be carefully distinguished from tender- 
ness, which requires pressure to elicit it. 

Intermittent pain may be neuralgic, or it may be 
due to obstruction of the contents of one of the great 
tubular systems present in the abdomen, the biliary, 
urmary, and intestinal; while in women the genital 

1 



2 CLINICAL MEMORANDA 

must be added. This latter form of intermittent pain 
arises from abnormal peristaltic contractions, occur- 
ring in one or other of these systems. 

Continuous pain, on the other hand, indicates a 
pathological condition of some mesoblastic structure. 

If this difference be kept in remembrance, it becomes 
apparent why, in numerous instances, both may be 
combined, and why pain, beginning intermittently, 
may later become continuous, accompanied by 
exacerbations. 

A good example is seen in the case of a renal 
calculus passing down the ureter. Such a body may 
pass along the canal for a considerable distance, 
producing little or no discomfort; later, however, 
during its course, either owing to a change in its 
axis, which causes the long diameter of the stone to 
lie across the lumen of the ureter, instead of remain- 
ing parallel with it, or because it is too large to pass 
one of the narrowest points in the canal — e.g., just 
below the iliac crest, or at the vesical opening — it 
becomes more or less fixed, forming an obstacle to 
the free passage of urine. Immediately the peristaltic 
action of the ureter becomes felt by the patient, the 
tightly stretched canal being compressed by the action 
of its own muscular wall, and pain results. But, as 
muscular action is always temporary, the pain after a 
while subsides, to again recur when the muscle 
recovers its contractile power. 

Owing to the long - continued pressure of the 
calculus upon the wall of the ureter, inflammation. 
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and perhaps ulceration, in process of time, may 
develop, so that the pain now becomes continuous, 
while exacerbations occur, caused by the peristaltic 
contraction of the muscular wall. 

Neuralgfic pain is distinguished from that produced 
by abdominal peristalsis by the following points : 

(1) Neuralgic pain is felt in the skin of the 
abdomen, so that slight pressure will elicit it as 
effectually as firm. In fact, firm pressure will often 
lessen it. Visceral pain, on the other hand, becomes 
greater in proportion to the pressure applied, a slight 
touch not producing it. 

(2) Neuralgic pain is limited to the course of the 
abdominal nerves themselves. There are several 
spots where the pain is specially intense — i.e., where 
the anterior, lateral, and posterior branches pierce the 
deep fascia. 

(8) Neuralgic pain is markedly intermittent, and 
stabbing in character. Visceral intermittent pain has 
not this latter characteristic, but is paroxysmal, wave- 
like, gradually increasing in intensity and slowly 
subsiding. 

The mode of onset of the pain is important. 

Sudden acute pain means that a sudden impression 
has been made upon healthy nerves — e.g.^ in renal 
colic. 

Gradual onset of pain indicates a slow progressive 
change in the tissues, which affects the nerve fibres. 
This is seen in tumours and inflammatory con- 
ditions. 

1—2 



4 CLINICAL MEMORANDA 

The locality of the pain Is also deserving of note 
— e,g., McBurney's Point in appendicitis, which is 
situated about midway between the anterior superior 
spine of the ilium and the umbilicus; while Mayo 
Bobson has pointed out that disease affecting the gall- 
bladder shows itself by a well-marked point of tender- 
ness, which can be elicited on pressure, and which is 
situated 1 inch north-west (i.e., above, and to the 
right) of the umbilicus. 

Pain combined with Tenderness.— This combina- 
tion may be of great value in diagnosis ; e.g., by its 
help we can distinguish between ordinary or lead 
colic, in which severe pain is present without tender- 
ness, and appendicitis, in which both are present; 
also we can distinguish gall-stone or renal colic with 
recurring paroxysms of pain, but not accompanied 
by tenderness, from empyema of the gall-bladder, or 
perinephritic abscess, in which both pain and tender- 
ness are well marked. 

There is a strange peculiarity about the tenderness 
of peritonitis, inasmuch as it has no posterior area, 
being confined within the abdominal area, bounded 
laterally by perpendicular lines drawn from the tips 
of the eleventh ribs to the crests of the ilia. 

Another important combination is that of pain 
and rigidity. As long as the peritoneal surface of a 
viscus is not attacked by inflammation, so long rigidity 
will be found to be absent ; e.g., a gastric ulcer will 
cause pain, but, if it has not reached the peritoneal 
coat of the stomach, rigidity will be absent. 
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So also in appendicitisi when the peritoneum itself 
becomes involved, localised or widespread rigidity, 
according to the extent to which the membrane is 
aflfected, will become apparent. 

This is the abdominal equivalent of the old axiom 
of Hilton, that irritation of the lining membrane of a 
joint is reflected at once to the muscles which move 
the joint. 

In peritonitis, however, the muscular rigidity is 
temporary, the rapidity with which it disappears 
depending upon the virulence of the sepsis to which 
the system is exposed. 

Much of the significance of present acute abdominal 
pain depends upon the history, or absence of history, 
of previous attacks (more or less severe), their locality, 
duration, and character. Thus, the perforation of a 
gastric ulcer may be distinguished from that of a 
duodenal by the previous existence of pain occurring, 
in the former, within half an hour after meals, in 
contrast with the history of such pain, in the latter, 
appearing two hours or more after partaking of 
food; while the pain in the former case followed 
the ingestion of food, but in the latter was relieved 
by it.* 

Both of these may be distinguished from a ruptured 
ectopic gestation, by the fact that this last had a 

♦ The reason why pain in duodenal nicer is relieved by taking 
food is that its entrance into the stomach, by causing contrac- 
tion of the pylorus, arrests temporarily the flow of the irritating 
gastric juice. 
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previous history of pain occurring independently of 
meal-times, the pain, moreover, being more persistent, 
and extending downwards along the anterior crural, 
obturator, and sciatic nerves. 



ABDOMINAL PALPATION IN THE WARM 

BATH 

This procedure consists in palpation while the 
patient is immersed in water at about blood-heat. 

In a serious case, in which the diagnosis of an 
abdominal or pelvic condition is doubtful, and the 
patient refuses a general anaesthetic, this method of 
palpation may be found extremely useful. 

The length of immersion before an ordinary 
examination can be satisfactorily made is ten minutes 
or a quarter of an hour ; but in cases of marked reflex 
irritability or of painful abdominal disease a pro- 
longed immersion may be necessary. 

By means of this method almost, if not altogether, 
as great a relaxation of the abdominal muscles occurs 
as if the patient were anaesthetised, while at the 
same time the examiner has the great advantage of 
co-operation on the part of the patient. 
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ANGIONEUEOSIS OF THE SKIN 

Although the condition known as ''angioneurosis/* 
which results from vasomotor disturbance, and is of 
much interest and importance, is noticed in some 
textbooks on diseases of the skin, there is much con- 
cerning the disease to which no reference is made at 
all. This is all the more to be regretted, since a 
failure to recognise the condition is sure to involve 
much perplexity and anxiety. 

Dr. Ramsay Smith, in his interesting and valuable 
monograph on the subject, draws attention to the fact 
that the affection may closely simulate scarlatina, the 
temperature being often raised several degrees, while* 
the eruption and desquamation in both are alike. 
Instances of this are found in puerperal women, the 
following, occurring in our practice, being a striking 
example : 

A few months ago Mrs. W. was confined of her 
third child. She had an uneventful parturition, 
labour being over before arrival. Four days later she 
was found to have a temperature of 103*6^, while 
nearly the whole of the trunk and limbs was covered 
with a scarlatiniform eruption. Infection with scarlet 
fever was absolutely excluded, nor were there any other 
symptoms present characteristic of that disease. After 
a few days the temperature fell to normal, and profuse 
desquamation followed^ which lasted for a fortnight. 

In some cases swelling, hardness, heat, redness, 
and minute vesicular eruption, accompanied by intense 
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itching, may be found. A characteristic feature often 
present is suddenness of onset. 

One of the varieties of localised angioneurosis, 
where there are found redness, heat of the skin, with 
tingling, followed by escape of serum under the skin, 
may prove extremely chronic. In a case under our 
observation, where a girl of sixteen years of age had 
been scalded on the arm, the condition, which beg^n 
after the wound had healed, lasted for many months, 
in spite of assiduous treatment, one set of lesions 
following another in an apparently interminable 
succession. 

In the form of the affection which goes under the 
name of " erythema urticaria " the character of the 
eruption varies, at first appearing in the form of 
whitish or pale pink-coloured wheals. In a few hours 
this appearance changes, the spots becoming red and 
erythematous, and in some cases papular and shotty. 
It may be localised, or at other times may involve 
the whole body, not excepting the scalp. 

A curious feature of the disease is that it may 
assume an epidemic character, several members of a 
household being affected. A case narrated by Dr. 
Eamsay Smith showed profuse haemoptysis, with 
presence of engorgement of the whole portal system 
and of the lungs. 

etiology. — Various causes may produce the disease 
— e.g., some form of peripheral irritation, as dental 
caries or myopia. It may also follow some septic 
condition or traumatism, such as a burn or scald, as 
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in the case above referred to. Excessive mental or 
physical exertion may precipitate an attack. It may 
also be the sequel of some exhausting disease. A. W., 
eight years of age, was slowly recovering from a pro- 
longed illness (gastric catarrh), when a typical angio- 
neurotic eruption appeared on the left side of the 
face. 
One of the most persistent cases which have come 

* 

under our observation followed a severe attack of 
influenza. 

Treatment. — When due to septic causes, sulpho- 
carbolate of sodium, combined with calomel, is often 
very efficacious. In neurotic cases, arsenic, ergot, 
bromides, and quinine, may be tried. Calcium chloride 
is sometimes very beneficial. Locally, ichthyol with 
lanoline is useful. 



ANGIONEUROTIC (EDEMA 

Other forms of angioneurosis are: Erythromel- 
algia, characterised by redness and neuralgic pain 
in the distal parts of the extremities, particularly the 
feet ; acroparsBSthesia, abnormal or perverted sensa- 
tion of the extremities ; Raynaud's disease, which 
occurs in three grades of intensity — (a) Local syncope, 
occurring chiefly in the extremities, and producing 
the condition of " dead fingers " or " dead toes." 
(b) Local asphyxia, which usually follows the former, 
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but may develop independently. Here the fingers, 
toes, and ears, are usually affected, which become 
swollen, stiff, and livid, the capillary circulation 
being almost stagnant, (c) Local or symmetrical 
grangrene. Small areas of necrosis appear on the 
pads of the fingers or toes, at the edges of the ears, 
and tip of the nose. Occasionally symmetrical patches 
are seen on the limbs or trunk, which in severe cases 
terminate in extensive gangrene. 

Then there are intermittent hydrops articu- 
lorum and angioneurotic cedema. None of these, 
except the last, threaten life. 

Not only is angioneurotic CBdema dangerous to life, 
but it is also transmissible from generation to genera- 
tion. It is characterised by the occurrence of localised 
(edematous swellings, affecting the skin and subjacent 
tissues, mucous membranes, and submucous tissue. 
They occur chiefly on the face, neck, and uncovered 
parts of the limbs (but also on the covered parts), the 
trunk, and genitalia, and in the mouth, fauces, and 
larynx, etc. 

The oedema rapidly develops, reaching its full 
extent in a few hours, and rarely lasts more than 
twenty-four hours, often much less. The skin may 
or may not be reddened ; there is no pitting on 
pressure, and seldom, if ever, any itching, tenderness, 
or pain ; but there is often a feeling of tension. 

The attacks are apt to be periodical, with varying 
intervals, the average being two or three weeks. 
Males are more subject to the affection than females, 
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in Britain and Europe ; but in America females suffer 
in greater degree. 

The affection occurs usually in early adult life, but 
it is also found in middle and advanced age. 

ihe attacks most often occur in the small hours of 
the morning, when the circulation and vasomotor tonus 
are normally at their lowest. 

Heat, cold, slight injuries, and alcoholic indulgence, 
are exciting causes. 

The following case occurred in our practice : 

H. M., sixty-one, a farmer, stout and plethoric, 
early one morning in February, 1900, sent an urgent 
message to the effect that he " was choking." When 
seen, he was in a very nervous state, and stated that 
he had gone to bed feeling perfectly well, but had 
been suddenly awakened, about 3 a.m., by a 
feeling of suffocation, and was greatly alarmed to 
find his tongue and throat very much swollen. The 
tongue was much enlarged and the fauces cedematous, 
his voice was husky, and the face swollen and livid. 
He said he had never had a similar attack before. 

He was treated with bromides and belladonna, and 
was soon relieved, all oedema disappearing in a few 
hours. He continued to have similar attacks, and 
we were sent for on several subsequent occasions; 
but, as he always kept a supply of medicine by him, 
which he took at once, he had generally got relief 
before our arrival. His description of the action of 
his remedy was, ", It soothed it down at once." 

The intervals between attacks were about three to 
five weeks, and they gradually became longer, while 
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the attacks themselves became less severe, until after 
five years they ceased altogether, and have not since 
recurred. The attacks always came on a few hours 
after midnight, waking him suddenly with a feeling 
of suffocation. He was an alcoholic subject, and the 
attacks were generally preceded by undue indulgence 
in spirits. 

In any similar case, and in any case of oedema of 
the glottis or epiglottis, we should certainly use 
locally a spray of adrenalin chloride, with the expecta- 
tion of inducing very rapid reduction of the oedema. 

A case reported by Dr. A. J. Whiting did not 
terminate so favourably, death occurring. 

The victim was a man of thirty-three, a gardener, 
who had been subject to sudden swellings in various 
parts of the body since the age of six years, following 
scarlatina. The attacks were sudden in onset, and 
lasted about twenty-four hours. The parts usually 
affected were the hands, thighs, or scrotum, appar- 
ently induced by slight injury or chill, and the 
swellings were very tense. In childhood the face and 
throat had been occasionally attacked, but never since. 

On the Saturday before the fatal Monday he had 
had a tooth extracted. On the following day there 
were a little natural soreness of the gum and slight 
swelling of the cheek, but he felt otherwise quite well, 
and took a long cycle ride. Later in the day the 
swelling had spread over the cheek to the eyelid of 
the same side. In the evening the neck began to 
swell, and then the throat; but the man was not 
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alarmed, as he expected the swelling to subside as it 
had done before. He went to bed and fell asleep, 
breathing heavily. 

On Monday, at 2 a.m., he awoke choking, sprang 
oat of bed, called in an excited way to his wife to put 
a spoon or a finger down his throat, then tried to 
put his own finger down. He lay down in bed, and 
while his wife was gone for help he passed away. 

When the medical attendant arrived, he found the 
man dead, to all appearance from asphyxia. With 
his finger in the mouth, he recognised that the parts 
around the glottis were very much swollen. The 
eyelids were so much swollen that it was difficult to 
see the pupils. The cheeks and lips were much 
swollen, especially the lower, and the neck appeared 
twice its natural size. There was no swelling of any 
other part of the body. 

At the necropsy, made forty-two hours after death, 
the external swelling had largely subsided. The 
tongue and larynx having been removed, there was 
found great swelling of the epiglottis and arytaeno- 
epiglottidean folds. The appearance was that of one 
rounded and two elongated bladders, filled with a 
yellowish fluid, and closely pressed together. All the 
body organs were healthy, and the appearances were 
those of a normal subject who had died from suffoca- 
tion. 

In November, 1908, a very interesting and extreme 
case of this affection was shown by Mr. C. A. Parker, 
before the Laryngological Section of the Eoyal Society 
of Medicine. The patient, a male aged forty-eight. 
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complained of transient swellings occurring all over 

the surface of the body and the mucous membrane 
of the upper respiratory passages. The first attack 
occurred two years ago, and since then he has had 
almost daily attacks. The swellings are most marked 
in the early morning^ and gradually subside as the 
day goes on, disappearing between 5 p.m. and 
8 p.m. The tongue, cheeks, eyelids, soft palate, 
and nose, are frequently involved, and there is a 
distinct history of laryngeal obstruction, with noisy 
and difficult respiration. 

Externally, the soles of the feet, thighs, buttocks, 
arms, and back of the neck, are most usually affected, 
and the scalp occasionally. 

At first the swellings are pink in colour. 

At 2 p.m. on November 6 the face and cheeks 
were swollen, the eyelids puffy, and the uvula, left 
ventricular band, and arytsenoids, were oedematous. 
There were swollen areas on the scalp, the flexor and 
inner surfaces of both arms, and the same regions 
of both thighs. By 5.30 p.m. all these swellings had 
almost disappeared. 

Treatment. — To counteract the neurotic element, 
the general health should be kept at as high a level 
as possible by tonic treatment — by iron, arsenic, 
strychnine, or quinine. Bromides are of use to 
control the nervous condition. Alkaline nitrites and 
nitro-glycerine have been found useful. In oral cases 
belladonna has a marked influence. The salts of 
calcium, especially the lactate in full doses, should be 
given to increase the coagulability of the blood. 
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Locally, in throat cases, as before indicated, spray- 
ing with adrenalin chloride is indicated ; but if it is 
insufficient, and suffocation is imminent, tracheotomy 
must be performed. If the patient is apparently 
already suffocated, laryngotomy or tracheotomy is 
called for, followed by artificial respiration by 
Schaefer's method, where the position favours the 
falling forward of the tongue. 



PEOGNOSIS IN CEEEBEAL APOPLEXY 

During the first few hours after a "stroke," 
absolutely no prognosis can be given with any 
approach to certainty. Even when the symptoms 
do not seem particularly threatening, the lesion may 
nevertheless prove to be a progressive one, and 
proceed to a fatal issue. 

During the first few days, only a general prognosis is 
admissible as to the extent of improvement which may 
be hoped for, judging by the rate of recovery so far. 

At about the end of two weeks, however, certain 
symptoms show themselves which enable one to 
judge with reasonable certainty as to the ultimate 
degree of recovery. The early muscular contracture 
which sets in a few days after the seizure, and is due 
to the initiative inflammatory reaction around the 
nerve fibres from the cortical motor centres, has no 
prognostic significance, and generally disappears in a 
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few days. From two to three weeks after the attack, 
the state of permanent contracture which is of un- 
favourable omen begins to declare itself. If after 
that time the patellar and other tendon reflexes are 
too lively, the prognosis is bad. Permanent con- 
tracture will undoubtedly develop, though not fully, 
for from six to eight weeks. 

Another sign of sinister prognostic significance is 
the occurrence of sympathetic involuntary movem/Bnts 
in the afTected limb when purposive movements are 
made by the sound side. 



AUSCULTATORY PERCUSSION IN THE 
DIAGNOSIS OF DISEASE 

When a stethoscope is placed over an organ which 
is in contact with the body wall, and gentle percussion 
is made, if a vibratory thrill reaches the ear, we know 
that we have percussed above the organ over which 
the stethoscope is placed. If, however, no thrill 
reaches the ear, we conclude that we have passed 
beyond its limit. 

By the use of this method many obscure points 
may be diagnosed with accuracy — e.g., cancer of the 
omentum may be distinguished from that of the liver. 

The most suitable instrument to employ in this 
method of diagnosis is the old-fashioned wooden 
stethoscope. 
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Auscultatory percussion is also useful in the diag- 
nosis of various forms of fractures (q.v.). 



CHLOROFOEM SICKNESS 

The sickness which occurs both during and after 
the administration of chloroform may be prevented 
by directing the patient to take a draught of water 
just before the anaesthetic is given. The water dilutes 
the swallowed chloroform-charged saliva, which is the 
cause of the gastric irritation, the result being harm- 
less aqua chloroformi. 



HEART FAILURE DUE TO CHLOROFORM 

Whether death from the administration of chloro- 
form is due to paralysis of the respiratory centre in 
the medulla, or to stimulation of the inhibitory cardiac 
fibres of the vagus, does not seem to be finally deter- 
mined. Probably both these causes contribute to the 
catastrophe. 

Professor Schafer has pointed out that ^V grain of 
atropine, injected hypodermically before administra- 
tion of chloroform, renders abortive this inhibitory 
action of the vagus on the heart. It is also well 
known that strychnine powerfully stimulates the 
cardiac muscle. 

2 
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In these two drugs, therefore, we have a powerful 
auxiliary to the careful administration of chloroform 
in warding off its dangerous effect on the heart, and 
we make it our routine practice to inject atropine 
and strychnine hypodermically half an hour before 
beginning the anaesthetic. 

It is obviously futile to expect any result from the 
injection of strychnine, etc., after the heart and 
circulation have ceased. , 



MUCOUS COLIC, OR MEMBRANOUS COLITIS 

This remarkable affection occurs, for the greater 
part, in nervous and hysterical women (80 per cent.) 
and in neurasthenic men. It is very common in un- 
married women between twenty- five and fifty years of 
age, and it has been occasionally observed in children. 

The region affected is the large bowel, and the 
prominent features are : the passage per rectum of 
mucus in large amount, which may be viscid, like 
white of egg, or membranous, in tape-like strings, or, 
in severe cases, even in the form of tubular casts ; 
paroxysmal pain, especially while the mucus is being 
passed, which may be most severe in character ; and 
obstinate constipation, occasionally alternating with 
transient diarrhoea. 

Mild forms of this disease are not infrequently met 
with, but severe cases are only occasionally found. 
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As a rule the attacks are periodical, often with 
complete absence of mucus or colic in the intervals. 

The condition is due to a secretory neurosis, which 
causes an excessive formation of mucus and spas- 
modic contraction of different areas of the large in- 
testine. This neurosis is one which is apt to be 
persistently recurrent. That the disease has a purely 
nervous origin has been conclusively proved by the 
fact that at autopsies in such cases, where death 
has been caused by intercurrent disease, on removal 
of the adherent membrane no trace of disease could 
be found in the colon. 

Above the seat of spasmodically contracted bowel 
the mucus is retained, and may be condensed into 
shreds and bands, or even tubular casts. In many 
cases the mucus, as secreted, is in membranous form, 
intimately adherent to the intestinal wall, and most 
difficult to separate. 

The intestine above the seat of spasm, being in a 
state of atony, may become dilated by the pressure 
of its contents. Sacculi may also form in the wall 
of the colon, and become the receptacles of scybalous 
masses. 

Thus, the constipation, the presence of scybalae, and 
the difficulty of evacuation, are easily explained by the 
existence of atony, sacculi, and spasm of the bowel. 

Treatment. — The general neurotic condition, as 
well as the local disease, must be attended to. In 
severe cases the Weir-Mitchell "rest-cure" may be 
found necessary. If, however, the neurasthenia is 

2—2 
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not markedly in evidence, simple rest in bed for a 
few weeks will suffice, and the attendance of a firm 
but sympathetic nurse is desirable. 

In treating the bowel condition the chief object 
must be to allay the acute symptoms as soon as 
possible, and also to prevent their recurrence. To 
accomplish this, rest in bed is essential. For removal 
of pain, heat in some form or other should be applied 
to the abdomen, in order to quiet the localised spasm 
of the colon, to which the pain owes its origin. In 
addition to the application of heat, morphine ad- 
ministered hypodermically, or in the form of 
suppositories, should be given, unless otherwise 
contra-indicated. 

The morphine positively acts the part of a purga- 
tive, and that a very efficient one, by relaxing the 
spasm of the bowel, and thus permitting the onward 
movement of its contents. 

In addition, a copious enema should be administered 
to clear the intestine of the mucus and faecal contents. 
The more effectually the spasm of the bowel is relaxed 
by morphine, the more complete will be the result of 
the enema. Large enemata of warm oil, injected as 
high as possible into the colon, are very useful in 
aiding the separation of the adherent membrane. A 
daily evacuation of the bowels is most essential. 

The diet, as Van Noorden advises, should contain a 
bulky residue of cellulose, and this is effected by giving 
meals consisting largely of vegetables, with bread 
made of the coarsest flour obtainable. The larger 
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proportion of husk it contains the better. A large 
amount of fat, butter, and cream should also be 
given. 

Such a diet provides the intestine with a large 
quantity of waste material, which stimulates the 
peristalsis; the oleaginous excess lubricates the in- 
terior, and scybalous masses are in great measure 
prevented from forming. 

Abdominal massage is also most useful in stimu- 
lating peristalsis and dislodging faecal and mucous 
accumulations in dilatation and sacculi of the colon 
above the sites of spasm. 

Cases. 
The following cases occurred in our practice : 

A. M., sixty, widow, stout and somewhat neurotic, 
suffered from a severe attack of "ulceration of the 
bowels " about thirty-five years ago. Since that time 
she has been troubled with more or less frequently 
recurring attacks of abdominal pain. About five and 
a half years ago she had an unusually severe attack, 
and began to pass mucus from the bowel. Besides 
ordinary viscid mucus, shreds and large pieces of 
membrane were evacuated. 

Since this last attack she has suffered periodically 
in a similar manner. The interval between the 
attacks has been, on an average, two or three weeks, 
the longest being five weeks. The pain during the 
attacks is at times of the most severe character, and 
is accompanied by great abdominal tenderness. An 
attack lasts from a few days to a fortnight, at the end 
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of which time the mucas, which is occasionally accom- 
panied by shreds and large pieces of membrane, is 
passed by the bowel. Small scybalse, of extremely 
hard consistence, are also frequently passed. The 
severity of the attacks is aggravated by anxiety and 
overwork. 

C. S., fifty-nine, unmarried woman ^ suffers from 
marked neurasthenia. Careful and thorough exami- 
nation has elicited no trace of organic disease. 

This patient has been under our care for many 
years, during which time shq has had frequent 
typical attacks of mucous colitis. These- are perio- 
dical, but occur at longer intervals than in the 
previous case. 

The attacks vary in severity, and it is only for the 
more severe ones that she requires medical attendance. 
The mucus expelled in her case takes the form chiefly 
of viscid white-of-egg-like material, but occasionally 
there are shreds and pieces of membrane. She describes 
the spasmodic pain as " simply agonising," and she 
derives the greatest relief from suppositories of mor- 
phine, i grain, combined with extract of belladonna, 
1 grain. So severe are the attacks on occasion that 
it is difficult to convince her relatives that she is not 
in imminent peril of her life, and so great is the 
anorexia that she becomes much emaciated; but 
when the worst is over, the appetite returns and she 
becomes quite obese. 

We have found massage of the abdomen especially 
valuable in her case. 

A food which has proved very beneficial is Cale- 
donia, a proprietary article of diet, manufactured in 
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Edinburgh, which combines nitrogenous with farina- 
ceous constituents. In addition to butter, bacon, 
and other fatty foods, she drinks large quantities of 
equal parts of new milk and cream, with the best 
results. 

The last attack was precipitated by the sudden and 
unexpected death of a near relative. 



SIMPLE DEBILITY 



Morning sickness is generally considered to be one 
of the pathognomonic signs of pregnancy and alcohol- 
ism. It does not seem, however, to be always recog- 
nised that it is also one of the characteristic symptoms 
of general debility. The stomach here shows the 
effect of weakness before the patient is conscious of 
it himself. 

This form of sickness is common among delicate 
boys and girls, as well as adults of both sexes. It 
occurs in the morning, because then the stomach is 
the most exhausted by the long fast during the night, 
and it generally begins a short time after the patient 
gets out of bed. 

The best treatment is by the use of tonics, especially 
iron in one of its forms, and by taking food before 
rising. 

Another symptom of debility, which is apt to be 
ignored, is a feeling of exhaustion in the morning on 
rising. The patient declares that he m far more tired 
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than later in the day, and says he is like ''a dead 
thing." He improves as the day proceeds, and feels 
best in the evening. 

The condition of the excretions and secretions 
affords much information in the case of patients 
suffering from debility. A weakly mother invariably 
produces "windy milk," which insures a fretful 
child. 

Urine excreted by a person in normal health 
continues for about twenty-four hours without under- 
going any perceptible decomposition ; but when the 
individual passing it is in a weak state of health, 
decomposition takes place with a rapidity propor- 
tionate to the amount of debility present. 

Of course, atmospheric conditions exert a powerful 
influence in promoting the rapid decomposition both 
of urine and fsBcal matter; but, notwithstanding, it 
is in accordance with facts that if, on a cool day and 
in a cool room, the urine shows signs of decomposition 
twelve hours after being passed, it is a trustworthy 
sign of a debilitated state of health. 

The faeces are of equal diagnostic value. Foetor of 
these is specially noticeable in sickly children, as, if 
a child has lost its healthy condition, the motions 
decompose in a very short time after they are passed. 
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SENILE DELIRIUM 

This condition is found in old people who have 
been subjected to some severe shock or injury. It is 
of grave prognostic omen. It generally appears a 
short time after the receipt of injury. The first sign 
shown by the patient is his beginning to chatter in an 
incoherent manner. If asked a question, he replies 
in a fairly intelligent manner, but soon relapses into 
senseless chatter. He does not offer to be at all 
violent, though he may attempt to get out of bed. 

The chief characteristic of the delirium is a sub- 
dued but constant talkativeness, generally in a low 
voice. Sleep is broken, and lasts only for short 
periods. 

Treatment. — The patient must be got out of bed at 
all hazards, or he will certainly die. If the nature of 
the injury permits, he should be made to walk about 
the room for short periods ; but if not, he should be 
wheeled about in a chair. 



DLLERHOEA 



Many a fatal mistake would be averted in the 
treatment of this affection if in every case occurring 
in adults inquiry were made into the condition of the 
kidneys and rectum, in order to exclude the existence 
of renal inefficiency and rectal cancer. This precaution 
is especially indicated in old people. 
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The following case, which came under our care, is 
a concrete example : 

J. W., aged forty years, had been seized with a sharp 
attack of diarrhoea. The medical attendant, apparently 
without investigating the state of the kidneys^ had 
prescribed opium. When seen by us the diarrhoea 
had become arrested, but the unfortunate patient was 
found to be drifting into uraemic coma, which ultimately 
proved fatal. 

Ursemic diarrhoea should be treated by hot packs, 
followed by hot poultices applied to the loins, and by 
dry-cupping. Nothing should be given to arrest the 
diarrhoea, however severe. Milk diet, and Imperial 
Drink (^ ounce of tartrate of potassium in a quart 
of water, sweetened, and flavoured with lemon-juice), 
of which 1 wineglassful should be given every hour, 
will, in most cases, stimulate the kidneys to action, 
when the diarrhoea will stop. 

Constipation alternating with diarrhoea in elderly 
people is so suggestive of malignant rectal stenosis 
that it should be a routine practice to make a rectal 
examination before attempting to check the intestinal 
catarrh. 



DIAEEH(EA IN CHILDEEN 

To treat this affection successfully, it is first 
necessary to obtain an accurate knowledge as to its 
causation. One of the most common causes is 
exposure to cold, which produces a catarrh of the 
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intestines, jast as it may produce a catarrh of macous 
membranes in other parts of the body. It should be 
carefully borne in mind that such intestinal catarrhs 
are as liable, if not more so, to occur in hot weather 
as in cold. 

The most efficient remedy is heat. The child 
should be placed in a hot blanket-bath for a few 
hours, and afterwards hot linseed poultices should 
be applied to the abdomen. Calomel and Dover's 
powder, combined, should be administered. The 
diet should consist of boiled milk and arrowroot, 
or barley-water with white of egg (in the proportion 
of the whites of two eggs to 10 ounces of barley- 
water). 

When the diarrhoea is due to the ingestion of 
improper food, the chief points in treatment are: 
(a) to rid the bowels of the offending contents ; (b) to 
give antiseptics to arrest the process of decomposi- 
tion; (c) to prescribe a diet unlikely to introduce 
fresh organisms. 

Irrigation with normal saline solution is very 
beneficial. 

Calomel in divided fractional doses (for a child of 
two years of age, 2 grains in six doses, one being given 
every half -hour), followed by bismuth, is the best drug 
to give. Opium should be withheld until the bowels 
have become freed from the decomposing contents. 
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MATUTINAL DIAERH(EA 

Patients are occasionally met with who complain 
of diarrhoea coming on when they begin to move 
about in the morning, soon after rising. This con- 
dition is due to the non- absorption by the stomach 
and intestines of fluids taken on the previous evening, 
which pass per rectuvi when the patient begins to stir 
about in the morning. 

This condition is best treated by directing that no 
liquids be taken after six o'clock in the evening. No 
medicine is necessary. 



DIETL'B CRISES 



This appellation is given to sudden and severe 
attacks of pain occurring in persons affected with 
movable kidney, because Dietl of Vienna was the first 
to point out their true significance. 

These renal crises may be extremely severe, and 
may closely imitate peritonitis. 

The causation of the occurrence is a twisting of the 
ureter at its upper part, inducing retention of urine 
in the pelvis and calices of the kidney, whereby severe 
pain results from distension of the tissues. The 
attacks may supervene with great suddenness, and 
continue for several hours, the pain during this period 
being of the most agonising character. 
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Other accompaniDients are nausea, vomiting, haema- 
turia, and rigors. The temperature may also rise 
several degrees. These attacks may be mistaken for 
recurrent appendicitis, renal colic, or malignant disease 
of the intestines. The previous history of symptoms 
caused by movable kidney, along with physical exami- 
nation of the abdomen, will generally enable a correct 
diagnosis to be arrived at. 

Treatment. — During the attack hot turpentine 
fomentations should be applied to the abdomen and 
morphine given hypodermically. Recurrence should 
be guarded against by operative or palliative measures 
for keeping the kidney in its normal position. 



DIGITALIS IN ACUTE ENDOCARDITIS 

It has often been asserted that digitalis is a much- 
abused drug, and in no circumstances is that abuse 
more apparent than when it is given in a routine 
manner in the treatment of acute endocarditis. If 
the drug be exhibited when an endocardial lesion has 
newly developed, the intraventricular pressure will 
be thereby raised, which must have a very deleterious 
effect upon the reparative processes of Nature over 
the lesion.* 

* Sir James Barr says: *'By keeping the blood-pressure 
extremely low in rheumatism, endocarditis can often be pre- 
vented. Unfortunately, the mischief has often occurred before 
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The regurgitation which takes place through an 
incompetent mitral orifice lowers pressure within the 
left ventricle, and so favours repair of the injured 
valve. At the same time, the lowering of pressure on 
the arterial side of the circulation, along with the 
increased accumulation of blood in the venous system, 
causes the patient to feel disinclined for exertion, and 
thus predisposes him for the greatest repose possible, 
thus establishing conditions which are the most 
favourable for recovery. 

Digitalis is permissible in the presence of a recently 
developed mitral lesion only when signs of cardiac 
failure make their appearance. 



AMBLYOPIA HAVING A SEXUAL OEIGIN 

In young men suffering from amblyopia inquiry 
should always be made as to their sexual habits, as 
such a condition sometimes develops in consequence 
of masturbation or excessive sexual indulgence. 

G. J., aged twenty, began to complain of dimness 
of sight, which was progressive. Inquiry elicited the 

we see the patient ; and when the valve has been once damaged, 
there is a marked tendency for the mischief to be maintained 
and developed, even under the ordinary action of the heart. It 
is much aggravated by violent collision of the cusps during 
palpitation, or from high intracardiac pressure from any cause, 
perhaps from the meddlesome interference of the physician 
with that much-abused. drug digitalis!'' 
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fact that he had been indulging freely in sexual 
intercourse shortly before the amblyopia made its 
appearance. Little improvement has taken place, 
in spite of abstention and varied and prolonged 
treatment. 

Another form of amblyopia having a sexual origin 
which has come under our observation was due to 
choroidal haemorrhage into the vitreous. 

W. L., aged twenty-eight years, shortly after his 
marriage noticed his vision steadily deteriorating. 
On ophthalmic examination, free haemorrhage was 
found to have occurred into the vitreous from the 
choroidal vessels. Abstention, together with leeching 
and biniodide of mercury in large doses, resulted in 
great, though not complete, improvement. 



OCULAR HEADACHE 

Of all forms of headache, 40 per cent, are ocular 
in origin, and 80 per cent, of all frontal headaches 
are due to some defect in the eyes. In order of 
frequency, the sites of <>cular headache are : (1) the 
supra-orbital ; (2) the deep orbital ; (3) the temporal ; 
and (4) the occipital. The last of these is seldom 
found alone as the result of eye-strain ; it generally 
occurs with the more common supra-orbital and deep 
orbital varieties. The character of the pain in ocular 
headaches is more dull and heavy than very acute. 
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An aching of the eyeball often accompanies the supra- 
orbital type. 

The exciting cause is anything which requires the 
use of the accommodation and convergence of the 
ocular muscles, such as reading, writing, drawing, 
sewing, music, card-playing, etc. Shopping excursions 
are responsible for many headaches, due to eye-strain, 
occurring in ladies. This is really a conclusive test, 
since the practice is universal, and it affects so 
markedly the weak points in the ocular mechanism. 
The examination of fabrics, often in a dim light, etc., 
makes large demands upon the extrinsic and intrinsic 
muscles of the eyes. When these latter are handi- 
capped by muscular and refractive anomalies, the 
shopper usually returns home with a '^ splitting 
headache." In the same way riding in a railway- 
train or a tramway-car, with the constantly varying 
panorama, is specially trying to defective eyes. So 
also concert and theatre headaches are largely due to 
efforts made by abnormal eyes to gaze at far-off 
objects, while the cerebral centres are being simul- 
taneously irritated by the vitiated atmosphere. 

The very appropriate name of '' panorama head- 
ache" has been given to this variety of ocular 
distress. In some cases the pain does not appear 
till next morning, but as a rule it sets in as the 
immediate result of the overstrain to which the eyes 
have been exposed. Besides actual pain, patients 
frequently notice that after reading for any consider- 
able time the lines and letters become intermingled 
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(a kind of temporary diplopia), and that the sclera is 
liable to become congested (due to hypersemia of the 
conjunctival vessels), the lids also showing signs of 
inflammation, so that the whole eye burns and itches. 
Photophobia and muscsB volitantes are also occasion- 
ally complained of. 

The other headaches with which ocular headaches 
are most apt to be confused are the supra-orbital and 
supranasal aching of nasal disease. Polypi, hyper- 
trophic rhinitis, purulent and mucous collections in the 
frontal sinuses, all produce headaches which closely 
resemble the frontal pains of eye-strain. Supra-orbital 
malarial neuralgia may usually be detected by its perio- 
dicity and by its paroxysmal and unilateral character. 

"Granular lids," a term which includes all the 
chronic hypersemic and inflammatory conditions of 
the palpebral surfaces, are the cause of many eye- 
pains and headaches. The enlargement of the normal 
conjunctival follicles causes an increased hypersemia 
of the eyeball and contiguous structures, which may 
give rise to a very pronounced ocular headache. 

Treatment. — The condition of the general health 
is of the highest importance. Special care should be 
taken to avoid everything likely to produce eye-strain 
at times when the system is liable to be below par, as 
during convalescence from acute diseases, attacks of 
dyspepsia, etc. In many cases the question is not one 
of spectacles, but rather of building up the system ; 
but errors of refraction, when they are found to exist, 
must be corrected by suitable lenses. 

3 
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For relief of pain galvanism is often efl&cacious. 
Hot or cold compresses, applied to the whole ocular 
region, may be found beneficial. Mittendorf's " eye- 
spirits '' may prove of great value. The formula is — 

^ Sp. lavandulse simp.\ -- 5 o 

... r ... ... aa oss. 

Sp. vini gallici J 

Sp. camphorsB 5^^- 

Sp. rosmarini simp. ad 5ii* 

One teaspoonf ul of this mixture should be thoroughly 
rubbed upon the forehead and immediately over the 
aching eye, care being taken that none of it enters 
the conjunctival sac. A small quantity may, however, 
be held in the palm of the hand a short distance from 
the face, allowing the fumes to enter the eye. 

Veratrin ointment is also very effective, the strength 
employed being 1 grain of the alkaloid to | ounce of 
lard, thoroughly mixed, a small quantity being rubbed 
into the skin of the temple or supra-orbital region. 
This may be repeated in three hours if the first 
application is found insufficient. It must, however, 
be used with caution. 

Sedative coUyria are also of use in relieving pain. 
One of the best is the following : 

^ Sodii biborat.l -- r?. 
Acidi bonci J 

Acid, hydrocyan. dil gtt. x. 

Morphinse hydroch. ..- gr. iv. 

Aquam destillatam ad g^ii. 

Sig. : A few drops to be instilled into the eyes every 

three or four hours. 
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CORNEAL OPACITIES 

If recent, these can be greatly, if not altogether, 
removed by the application once daily of dionin 
ointment — 5 per cent. — a small amount, the size of 
a hempseed, being inserted into the eye. 



CORNEAL ULCERS 



These are at times very difficult to distinguish from 
opacities, but a diagnosis of the true condition may 
easily be made by employing a solution of fluorescein, 
10 grains to the ounce of water, combined with 
biborate of sodium, 20 grains to the ounce. If the 
epithelium has been removed, a bright green colour 
will appear at the affected spot, whereas the opacity 
remains unaffected. 



GASTRIC CONDITIONS 

The circulation of blood in the stomach is the 
determining factor of appetite. If the circulation is 
abnormal, then perverted appetite is sure to follow. 

If the mucous membrane is already hypersemic, 
the effect of the additional stimulus of food is to 
cause it to pass from this condition to that of 
diminished secretion, with consequent loss of appe- 

8—2 
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tite, 80 that, although the patient may have a good 
appetite on sitting down to table, he will find it 
rapidly disappear on commencing to eat. If, on the 
other hand, the gastric mucous membrane is anaemic, 
there will be absence of appetite until food is 
ingested. 

In the former case gastric sedatives are called for, 
of which the best are bismuth and opium, with ac. 
hydrocyan. dil., given a short time before meals; 
while in the latter case iron with bitters is indicated. 



HiEMATEMESIS DUE TO ALCOHOLISM 

A common cause of hsematemesis in middle-aged 
men is alcoholism, the source of the blood being the 
oesophagus, stomach, or duodenum. In the first of 
these the haemorrhage arises from ruptured varicose 
veins close to the cardiac orifice — that is, where the 
gastric and oesophageal veins anastomose. An outlet 
may thus be afforded to the portal system, as varix of 
the oesophagus is often, though not always, associated 
with cirrhosis of the liver. 

Other pathological conditions giving rise to gastric 
haemorrhage in such patients are acute or chronic 
gastritis or ulcers. Of the last there are two 
varieties: (1) Follicular, found chiefly on the 
summit of the rugae ; (2) large, deep, and solitary, 
usually attached by their floor to neighbouring 
structures. 
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Hsematemesis may occasionally be due to duodenal 
ulcer, as the blood may regurgitate into the stomach 
and be vomited. Another condition in which hsema- 
temesis may often occur is that of hepatic cirrhosis, 
of which it may be the earliest sign. 

There are various ways in which gastric haBmof- 
rhage due to alcoholism may show itself : 

(1) In the majority of cases a large amount of 
blood is vomited at once. 

(2) In rare cases the blood is ejected in mouthfuls. 
This may continue for an hour or more. 

(8) In a few cases the haemorrhage into the stomach 
may be profuse, but no vomiting takes place for several 
hours. Owing to the long- continued action of the 
gastric juice, the vomit consists of tarry - looking 
material. 

(4) Small quantities of altered blood mixed with 
chyme — i.e., " coflfee-ground " vomit. 

(5) If the hsematemesis be profuse, "tarry stools'' 
are usually present. 

(6) In rare cases no hsematemesis occurs, all the 
blood passing downwards. 

(7) In rarer cases still the blood is not vomited, 
nor does the patient live long enough to pass " tarry 
stools." 

The termination of such cases varies greatly, as 
death may occur — (a) In a few hours, without hsema- 
temesis; (b) during hsematemesis; (c) a few hours 
after the cessation of the hsematemesis; (d) several 
weeks after a severe attack of hsematemesis, the 
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patient gradually sinking from the loss of blood; 
{e) by continuous oozing of blood (diarrhoea melsBua). 
Treatment. — Nothing whatever should be allowed 
to pass the lips for the first twenty-four hours. On 
the second day nutrient enemata may be begun, and 
on the fourth or fifth day small quantities of whey 
may be given by the mouth. 



. THE DIAGNOSIS OF LOCOMOTOE ATAXY 

Locomotor ataxy derives its name from the very 
obtrusive sign of inco-ordination which occurs during 
the progress of the disease. To delay, however, 
coming to a definite diagnosis until the appearance 
of this symptom, which is invariably late in showing 
itself, is, as a distinguished neurologist has graphic- 
ally expressed it, "to wait for the clinical house to 
fall upon us." 

Patients suffering from this disease do not seek 
medical advice, therefore, because of any abnormality 
in the use of their legs, but for various reasons which 
are widely different; e.g., they come because their 
eyesight is faulty or because of diplopia. Every 
adult patient, therefore, who complains of failure of 
vision, or of double vision, which has developed 
rather suddenly, should be examined for locomotor 
ataxy. 

Likewise, every patient who complains of severe 
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intermittent pains in his legs, or of vesical disturb- 
ances, tbroagh not being able to retain his urine 
sufficiently long, or, on the other hand, of keeping 
it too well (like a man with an enlarged prostate), 
should be examined for tabes. 

Others, again, complain of symptoms referred to 
the stomach, bowels, and rectum — " crises," as they 
are called. The trouble in the rectum is an uncom- 
fortable feeling, or tenesmus, with sudden calls to 
evacuate the' bowels. A sensation as if there were a 
foreign body in the bowel is occasionally complained 
of, and at other times a numbness. There may be 
also a more or less constant feeling of discomfort 
about the anus or perinseum. 

The following is a list of the chief symptoms found 
in the disease, in the order of their importance : 

To use a Hibernianism, the first is two — or at least 
it is bicephalic — ^viz., loss of the knee-jerk, and the 
Argyll-Robertson pupil. These two are the earliest 
and most important symptoms, and there is a simi- 
larity in their production which may rivet them more 
firmly in the memory. A beam of light striking upon 
the retina causes a contraction of the normal pupil ; 
likewise there is contraction of the normal quadriceps 
extensor when the patellar tendon is struck. In tabes 
these contractions are lost, but the pupil still reacts 
in accommodation, which is brought about by an act 
of volition, just as the quadriceps is still moved under 
control of the will. 

Bladder Disturbances, — These, as already men- 
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tioned, are of two kinds : (a) The patient cannot 
urinate at will ; (b) the urine is ejected too promptly. 

Darting* Pains. — These may precede by several 
years the other symptoms. 

Impairment or loss of the pain sense in the legs 
below the knees. 

In many of these cases the sensation to touch is 
normal. 

Ocular Paresis, or Paralysis.— When paresis of 
the ocular muscles appears suddenly in an adult, in 
90 per cent, of the cases it is due to one of three 
causes: (a) Brain syphilis; {b) tabes; (c) general 
paralysis. Of these, tabes is the most fruitful cause. 
A peculiar feature of ocular pareses occurring in tabes 
is that they are apt to be transient. 

Atypical Pains and Paraesthesia. — Pains and aches 
are often complained of in the chest. Sharp pains 
may also be felt in the testicles and stomach, which 
latter is a tabetic pain referred to the epigastrium. 

Failure of Vision.— This is due to optic atrophy, 
and when it occurs the other symptoms subside 
in severity. Owing to this • circumstance, Dejerine 
applied to such cases the inaccurate though descrip- 
tive term "tabes arrested by blindness." Patients 
so suffering from failing eyesight, due to locomotor 
ataxy, may be safely assured that they will always 
retain good use of their legs. The converse also is 
true — viz., that if a tabetic has marked inco-ordina- 
tion his vision will continue good. 

Trunk Anaesthesia. — There is generally a lessening 
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of tactile sense (but not of pain sense), in the form of 
a band round the trunk at the level of the nipples. 
When the anaesthetic zone reaches the second rib, 
it is likely to invade the arms. This symptom is 
present in about 40 per cent, of early cases. 

Other forms of anaesthesia are — 

Ulnar. — This is evidenced by the loss of pain when 
the ulnar nerve is forcibly pressed against the inner 
condyle of the humerus. 

Testicular. — Here there is an absence of the dis- 
agreeable sensation caused by compression of the 
testicle, which is present in health. 

Other symptoms found in tabes are— Diminution 
of sexual power, impaired muscular sense, delayed 
conduction of sensory impression, and persistence 
of painful impressions, also the late but character- 
istic one of inco-ordination. 



MYALGIA 

Pain in the muscles, according to textbooks, is 
almost invariably caused by rheumatism. This, how- 
ever, is a most erroneous and misleading statement, 
for an extremely frequent cause is overstrain. This 
pain may at times be so severe as to closely imitate 
acute inflammatory conditions. It occurs as a rule 
in a chronic form, and is sometimes very difficult to 
remove. It is found in two classes of patients : (1) In 
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those who are robust, but who have been subjected to 
some unusually severe exertion ; and (2) in those 
where the pain has gradually developed while pur- 
suing their ordinary occupation. 

Many years ago Dr. Thomas Inman, of Liverpool, 
wrote a monograph entitled " On Myalgia,'* in which 
this subject is fully dealt with, but this book has long 
been out of print. In our experience, however, we 
have seldom read a book which has been more helpful 
in enabling us to diagnose, and treat successfully, a 
greater number of cases, than this long and most 
undeservedly neglected volume. Every medical prac- 
titioner must be well aware that nothing so enhances 
his reputation in the eyes of patients as his ability 
to remove pain quickly and effectually, thus leading 
them to believe that he " understands their case." 

We constantly encounter patients who complain of 
muscular pain which owes its origin solely to over- 
strain. Many epithets are applied to this pain, such 
as cramp, spasm, stiffness, soreness, aching, etc. No 
part of the body is exempt from these pains, for they 
are to be found wherever there are voluntary muscles. 
Some parts are more liable to attacks than others — 
€.g,, the abdominal and thoracic muscles, rather than 
those of the extremities. In the acute type, the part 
affected is the fleshy belly of the muscle; in more 
chronic forms it is the tendinous origins and insertions. 

In using the term "muscle" here, the tendons, 
fleshy fibres, and fascia, with the tendinous origins 
and insertions into the bones, are all included. 
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Although, as stated above, any muscle may be 
affected, there are several which are specially liable 
to be so — viz., the abdominal, intercostals, pectorals, 
trapezius, rhomboids, and serratus magnus. Of these, 
the abdominal are most of all prone to be attacked 
with acute pain. This may be so severe as to simulate 
closely some grave organic disease. When occurring 
in the right iliac region, it may in some respects be 
extremely like an attack of appendicitis. We have 
seen several such cases. In these cases the pain may 
supervene several hours after the exciting cause has 
ceased to be in operation. In the less acute forms, 
occurring in debilitated subjects, it may prove chronic, 
and seems to be liable to recur. 

The disease for which this affection is most liable 
to be mistaken is rheumatism. 

In females, inframammary pain is in many cases 
simple myalgia of the intercostals or serratus magnus, 
caused by strain. The pectorals are frequently affected, 
in which case the mamma may be swollen and tender. 
This may be found in both sexes, though most likely 
to occur in women. Another very frequent site in 
women is at the insertion of the recti at the pubes. 
" Clergyman's sore throat " will often be found to be 
myalgia of the pharyngeal muscles, caused by over- 
exertion. "Growing pains" are frequently aching 
muscles due to the same cause. The pain is com- 
monly attended by superficial tenderness, which may 
be very intense, so that the slightest pressure on the 
affected part cannot be endured. In acute cases, the 
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history of previous strain, with the normal tempera- 
ture and a pulse which is as a rule little accelerated, 
will enable a correct diagnosis to be arrived at. 

With regard to treatment, the first and most im- 
portant point is to give the affected muscle or 
muscles the most complete rest possible. When the 
abdominal muscles are concerned and the pain is 
very acute, rest in bed, combined with hot fomenta- 
tions or morphine, is requisite. In less severe cases 
a stout abdominal belt may be worn by ambulatory 
patients. If the serratus magnus or the intercostals 
are involved, strapping the affected side with adhesive 
plaster will give great relief. No counter-irritation 
should be applied, and all depleting measures should 
be avoided. Every likely cause of debility, such as 
leucorrhoea, menorrhagia, etc., should be searched for 
and removed, and tonic treatment given. 



TREATMENT OF PHTHISIS BY CINNAMATE 

OF SODIUM 

This treatment consists in the hypodermic injection 
of a solution of cinnamate of sodium, and is more or 
less empiric, since it has no direct action upon the 
tubercle bacillus itself. The immediate result of the 
injections is marked leucocytosis, but whether this is 
followed by increased phagocytosis is uncertain. It 
has been observed, however, that there is no subse- 
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quent increase of the opsonic power of the blood, 
which in the case of the tuberculin vaccine treatment 
is followed by increased phagocytosis. What has been 
found is that the margins of the tubercular deposits 
soon become infiltrated by leucocytes ; these undergo 
fibroid degeneration, and eventually cut off the 
diseased part from the surrounding tissue. Later on 
the imprisoned bacteria and their products become 
disintegrated and rendered harmless; in short, the 
diseased lung tissue becomes fibrosed. 

Of this treatment we have had considerable experi- 
ence, and have found it wonderfully successful. 
Landerer and other observers claim success in over 
80 per cent, of cases treated. 

In early cases we look for cure ; in more advanced 
cases, for marked improvement and arrest of the 
disease, which may or may not be permanent; and 
in very advanced cases the symptoms are greatly 
relieved, and the fatal termination considerably 
delayed. In favourable cases the result is rapid 
and striking. The temperature becomes normal, 
night sweats cease, cough and expectoration rapidly 
ameliorate, and finally cease altogether, the patient 
gains weight, and looks and feels well. 

The following is our method of procedure : Injections 
are made once a week of 8 grains of cinnamate of 
sodium dissolved in water, and we find a strength of 
1 in 20 best for the purpose. 

The injection is exceedingly painful, as the solution 
causes great smarting, which lasts for some time; 
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but this can be completely obviated by first injecting 
20 minims of a 2 per cent, solution of )3-eucaine. 
We generally use a 20-minim syringe, first injecting 
the eucaine solution, and then three syringefuls of 
the cinnamate solution, leaving the needle in situ 
until the last syringeful has been injected. 

To insure asepticity, the syringe and needle are 
boiled, and the solutions are made with boiling water. 
The site of injection may be anywhere convenient (we 
generally choose the posterior aspect of the forearm), 
and it should be previously washed with an antiseptic. 

The number of injections depends on the progress 
of the case, as the patient should be treated until four 
weeks after the physical signs have cleared up and 
the tubercle bacilli have disappeared from the sputum. 
During haemoptysis the treatment should be sus- 
pended. 

The cost of the treatment is so trifling that it may 
be freely extended to the poorest, and is therefore 
in marked contrast to the very expensive treatment 
by observation of the opsonic index and injection of 
tuberculin vaccine. 
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CLINICAL VARIETIES OF PNEUMONIA 

The fact that the right bronchus is larger and less 
oblique than the left is doubtless the reason why the 
right lung is more apt to be attacked with pneumonia 
than the left, as readier ingress is afforded to the 
pneumococcus. 

It is generally asserted that in the case of children 
a convulsion is the equivalent of a rigor in the adult ; 
this is, however, not altogether correct, as an attack 
of vomiting is more common. 

In making a diagnosis, in the beginning of the 
complaint, it should not be forgotten that leucocytosis 
is a valuable sign of the existence of the disease, the 
leucocytes numbering 12,000 to 40,000 instead of the 
normal 9,000 per cubic millimetre. By means of this 
sign alone pneumonia may be distinguished from 
influenza. It occasionally happens that cough and 
expectoration are both absent, even in adults. This 
is of unfavourable import, as more inflammatory 
products are left to be absorbed by the pulmonary 
capillaries. The intensity of the rigor is proportional 
to the virulence of the disease. 

In the case of a young man recently under our 
charge, suffering from the disease, profuse haemoptysis 
-was present. This is doubtless due to an extreme 
state of congestion of the pulmonary tissue. It is 
not, however, an unfavourable symptom, nor does its 
presence necessarily cause any suspicion of tuber- 
culosis. In cases showing herpes round the lips, the 
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prognosis is as a rule favourable, the mortality being 
7 per cent., as contrasted with 25 per cent, of non- 
herpetic cases. 

In a small proportion of cases no physical signs 
are discernible, the disease being limited to the centre 
of the lung, thus constituting the so-called central 
pneumonia. 

In rare cases the patient shows the initial symptoms 
of the disease, together with physical signs lasting for 
a day or two. The crisis then appears and convales- 
cence takes place, the disease having apparently 
aborted. This is larval or abortive pneumonia. 
Such cases are most often found at times when there 
is an epidemic of the disease. 

In the old and feeble, latent pneumonia is occa- 
sionally found. In such, weakened by starvation, 
alcoholism, etc., the onset of the disease may be so 
very insidious as to pass quite unrecognised. This 
form is particularly apt to occur in those suffering 
from chronic Bright's disease. 

Migratory pneumonia is characterised by the 
invasion of different parts of the lung at different 
times. The disease travels from one part of the 
organ to another, one affected portion undergoing 
resolution very rapidly, while another fresh area is 
attacked with congestion and consolidation. Besolu- 
tion is occasionally greatly delayed, being postponed 
to the fourth, fifth, or even as late as the tenth week. 
This is oftenest due to the existence of long-standing 
valvular disease of the heart. 
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In alcoholics pneumonia is a particularly fatal 
disease, the mortality averaging 70 per cent, instead 
of the normal 20 per cent. In such cases, when the 
temperature ranges high, there is a remarkable 
liability to delirium of a character indistinguishable 
from delirium tremens, although alcohol has not 
been unduly indulged in just before the onset of the 
pneumonia. 

In massive pneumonia the bronchi as well as the 
alveoli are filled with fibrinous exudation. The 
physical signs closely resemble those of pleuritic 
effusion, and so the two conditions are apt to be 
confused together. In such cases, which are often 
very severe and fatal, cough and expectoration may 
not be present. 

Influenzal pneumonia is often apt to be atypical, 
the temperature being intermittent and irregular, 
the typical sputum being absent as well as the 
dyspnoea. 

Pneumonia is frequently called ** lung fever,'* since 
inflammation of the lungs and high temperature are 
as a rule found together. There are exceptions to 
this, however, for occasionally pneumonia may occur 
with a normal or even subnormal temperature. This 
is found in old people, drunkards, and those with 
hopelessly broken-down constitutions. 

The aetiology is a lack of vitality, a want of sufficient 
nerve power. There is not enough nerve stamina to 
arouse the required antagonism to the disease, and to 
create sufficient reaction to raise the temperature. 

4 
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Under such circumstances the pneumococcus, as it 
were, carries the body by storm, overwhelming it 
almost without a struggle on the part of the latter. 
Within certain limits, temperature in pneumonia is 
an index of the vital resistance which the body is 
capable of offering to the ingress of the disease. Thus, 
a temperature of 104° F, gives a more favour- 
able prognosis, ceteris paribus, than one of 99° or 
100° F. 

Professor Mays of Philadelphia holds the opinion 
that the nervous system is primarily at fault in all 
ordinary cases of pneumonia, and that the intensity 
of each attack is inversely related to the degree of 
resistance of the nervous system ; while Dr. Hugh- 
lings Jackson declared that acute pneumonia was a 
form of herpes zoster of the pneumogastric nerves. 

With regard to the causation of the rusty sputum 
and hsBmoptysis, the following extract from Dr. Hand- 
field Jones's "Functional Nervous Disorders" is of 
interest: "If the principles I have laid down be 
correct, haemoptysis may be included among the 
neuroses of the respiratory organs. I should not be 
understood to affirm this in an exclusive manner, as 
if there were no other causes of this haemorrhage ; the 
only point I wish to maintain is that in certain cases, 
and these not very infrequent, haemoptysis may 
reasonably be regarded as a paralytic neurosis of the 
vasomotor pulmonary nerves. In. a fatal case of 
tuberculous haemoptysis, I could discover no special 
source of the profuse gush which destroyed life; it 
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seemed as if the blood had escaped from the vessels 
everywhere. This is the general experience of others." 
Andral relates a fatal case of haemoptysis in which 
the lungs at the autopsy were found free from 
tubercles. The patient, a girl of twenty-one, had 
suffered for twelve months from severe palpitation, 
progressive loss of strength, and breathlessness on 
the slightest exertion, common signs of a neurolytic 
condition. 



RHEUMATIC HEMOPTYSIS 

Although all textbooks ignore this subject, it 
remains a fact that the condition is occasionally 
found. If, therefore, haemoptysis occurs in an elderly 
person (and it is generally found in such) whose 
heart and lungs are found upon examination to be 
normal, antirheumatic treatment should be tried. 
Alkalies, salicylates, lithia, with morphine hypoder- 
mically, or nitrite of amyl, combined with perfect 
rest, will be found eflfectual. Strong astringents 
should be avoided, as they only aggravate the 
symptom. 

The prognosis of this condition is in the great 
majority of cases favourable, few cases terminating 
fatally. 

The pathological factor is minute structural change 
in the terminal bloodvessels of the lungs. 



4—2 
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EHEUMATISM IN CHILDKEN 

Eheumatism in children is very often found without 
any joint symptoms or evidence of pain anywhere. 
The only sign of the disease may be an irregular rise 
of temperature in the evening. Later on an endo- 
cardial lesion may supervene. 

It is good practice when called upon to treat 
children who are ill with an elevated temperature, 
and in whom no sign of any definite malady can be 
discovered, to administer salicylates. 



SCIATICA 



Pain in the lower extremity may arise from a 
multiplicity of causes. Thus, there are the pains of 
locomotor ataxy and diabetes, which are recognised 
by their bilateral character and by the loss of the 
knee-jerks. Then there is peripheral neuritis due to 
alcohol and arsenic, which is marked by weakness 
and wasting of the . muscles, along with pain and 
hyperesthesia. Other conditions are rheumatoid and 
tubercular arthritis of the hip. 

In addition to the foregoing, pain in the upper part 
of the thigh may also have a pelvic or intra-abdominal 
origin. Therefore, in diagnosing a case as sciatica, 
a careful and exhaustive examination must be made 
to avoid error, which otherwise is extremely liable to 
occur. 
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By '' sciatica " we mean neuritis of the sciatic nerve 
itself. 

F. S., aged sixty-three years, had suffered for some 
time from pain in the back of the left thigh. A pro- 
visional diagnosis of sciatica was made, but later on 
swelling of the thigh, with emphysematous crackling 
and fluctuation and an oscillating temperature, made 
the diagnosis untenable. Fsecal-smelling pus, accom- 
panied by the escape of much gas, was evacuated on 
incision. It was a case of intrapelvic malignant 
disease involving pressure on the sciatic nerve. 

J. D., aged twenty years, had suffered from pain in 
the back of the right thigh, which was also diagnosed 
as sciatica by his then medical attendant. As his 
condition did not improve under treatment, he came 
under our care, when deep-seated suppuration was 
discovered. 

The most conclusive sign of the presence of inflam- 
mation of the sciatic nerve is that the pain is increased 
if the nerve is put upon the stretch. This can be 
elicited by laying the patient on his back, fixing the 
pelvis, and then slowly raising the painful extremity 
to a right angle with the trunk, while the leg is kept 
fully extended on the thigh. While the nerve is thus 
on the stretch, if there is no increase of the pain, the 
condition cannot be one of sciatic inflammation. 

To exclude the presence of pus, the girths of both 
thighs at their upper parts should be carefully 
compared. 
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TENDEE SPOTS IN THE SPIKE 

In all cases of abdominal, intercostal, or brachial 
neuralgia, the spine should be examined for the 
existence of tender spots, since treatment applied to 
these will often cure the affection. 

H. S., aged forty-two, had been under treatment 
for brachial neuralgia of the right arm without 
deriving any benefit. The paisi was so severe as to 
preclude sleep. On examination of the spine, a tender 
spot was discovered in the lower part of the cervical 
region, and on smart counter-irritation being applied 
to it the pain entirely disappeared, and did not return. 

Intercostal neuralgia occurring in anaemic or hys- 
terical females may often be relieved by treatment 
directed to the spine. In these cases the tender spots 
will be found in the upper half of the dorsal region. 
If counter-irritation does not relieve the condition, 
the constant galvanic current may be found efficacious. 
The anode should be applied to the tender spinal area. 
The strength of the current should be 5 milliamperes, 
or upwards if the patient can bear it, and the applica- 
tion should be continued for a quarter of an hour, or 
longer. 

In a large proportion of cases the patient makes no 
complaint of pain in the affected region of the spine, 
and, if asked if there is any, replies in the negative ; 
hence a very careful examination must be made. 

These painful areas are most surely located by 
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passing a hot, moistened sponge along the spine, a 
foQling of scalding being complained of when the 
part implicated is touched. 



SYPHILIS OF THE KIDNEYS 

In 1885 a German writer, Guns, asserted that 
nephritis was never caused by the syphilitic virus, 
but that the alleged cases were simply kidney disorder 
produced by mercury. This hypothesis, however, 
cannot be longer maintained in face of well-established 
facts to the contrary. 

Guns's assertion may therefore be ignored by 
saying that, where nephritis already exists when 
mercury has been given, the elimination of the 
remedy may be hindered, and mercurial intoxication 
ensue as a result of the nephritis, which is thus a 
cause and not an effect. 

There are two distinct varieties of syphilis of the 
kidneys, one occurring early in the course of the 
disease, the other late. The former of these, a diffuse 
epithelial nephritis, is entirely different from the late 
kidney complication of the disease, which belongs to 
the type of gumma, or sclerosis. The early type has 
the characteristic of appearing suddenly during the 
course of mild cases of syphilis in people who have 
never suffered from any renal lesion, and who have 
not been treated with mercury, It is accompanied 
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by an enormous amount of anasarca and profuse 
albuminuria. The prognosis is always grave, how- 
ever mild the attack of syphilis may be. 

Diagnosis. — Eayer's advice, to look for syphilis as 
a routine procedure in all cases of nephritis, is here 
of much practical importance. Eruptions on the 
skin or on mucous membranes, which often accom- 
pany the albuminuria, will be of great use in arriving 
at a correct diagnosis. 

Treatment. — So far from being a cause of nephritis, 
mercury is of the highest value in treating it, though 
its exhibition must be carefully watched. The inunc- 
tion method on this account, therefore, should not be 
employed, because of the diflBculty in gauging the 
exact amount of the drug absorbed. Iodide of potas- 
sium should always be given along with the mercury, 
and pushed to the point of toleration, 45 to 60 grains 
per diem. Besides specific treatment, other measures 
should not be neglected. The patient should be kept 
on an absolute milk diet, while diuretics and laxatives 
should be given. Hot packs are beneficial, and wet 
or dry cupping of the lumbar region is also useful, 
especially in the presence of hsematuria. 

The other form of syphilitic nephritis, which appears 
later in the disease, is a chronic one, is often associated 
with other visceral lesions, especially those affecting 
the liver, and is a prominent factor in the production 
of syphilitic cachexia. 

In every case of chronic nephritis where there is 
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found at the same time enlargement of the liver and 
spleen, the specific origin of the disease should be 
suspected. This form of syphilitic nephritis is a 
very late one. A case has been reported where it 
appeared as late as the eighteenth year after the 
chancre. 

Treatment. — In treating this condition, iodide of 
potassium is our sheet-anchor, the usefulness of 
mercury being very much restricted. The patient 
should be placed under the best possible hygienic 
conditions, and a generous diet given. The treatment 
should be continued for some time after the patient 
has been restored to his usual health, as relapses are 
apt to occur. The kidneys being partially atrophied 
and destroyed, improvement only, and not perfect 
recovery, can be expected. 

In the hereditary type of the disease the lesions 
are latent, betraying no special symptoms, and are 
not distinguished from the other visceral manifesta- 
tions and progressive cachexia. Anasarca and 
albuminuria may be present. 

In such cases in infants, the doses of mercury 
should be small. 



DIFFERENTIAL DIAGNOSIS OF SYPHILIS AND 
TUBERCULOSIS OF THE THROAT 

Acute pharyngeal tuberculosis is not so rare as is 
generally imagined, and it may easily be confused 
with syphilis of the fauces. There is one special 
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reason why it should be carefully distinguished from 
the latter condition, and that is, if iodide of potassium 
be administered under the mistaken impression that 
the disease is syphilitic, it will hurry the victim to 
the grave. 

In tuberculosis of the pharynx in the early stage, 
careful examination will disclose a number of minute 
tubercles, about the size of fish eggs, and resembling 
transparent granules, infiltrating the mucous mem- 
brane. These tubercles eventually coalesce, break 
down, and are replaced by ulcers. These ulcers are 
sharply demarcated from the surrounding tissue by 
well-marked reddish lines, while the floor of the 
ulcers is shallow and the edges are everted. This 
succession of events is not found in syphilis, where 
the lesions are regular and symmetrical, those of 
tubercle being the reverse. 

Other accompaniments of pharyngeal tuberculosis 
are a considerable amount of pain and febrile symp- 
toms, which may be absent in syphilis. Acute consti- 
tutional symptoms are not seen in syphilitic ulceration, 
because it is a tertiary and not a primary or secondary 
process. Further evidence of the syphilitic origin of 
the disease is the adhesion between the posterior 
arches on both sides of the pharynx, while the 
presence of a white scar, indicative of a long-standing 
process, shows that the case is not one of tuberculosis. 
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TEMPERATURE 

After an accident, even if there is no external 
wound, the temperature may rise two or more 
degrees, from the absorption of debris from the 
damaged tissue. This should subside within three 
days. Shock alone may cause smart febrile reaction, 
and this is seen after slight as well as severe injuries. 
In these cases the temperature gradually subsides. 
When suppuration occurs, the temperature generally 
rises in the evening, but returns to the normal the 
next morning, thus suggesting that the daily absorp- 
tion is eliminated during the night. 

In septicaemia, however, the temperature rarely 
descends quite to the normal. A chart of septicsemic 
type showing the characteristic fluctuations may be 
considered as indicating practically one of four con- 
ditions : (a) Tuberculosis, (b) enteric fever, (c) sepsis 
inside the bloodvessels — e,g,, pyaemia or malignant 
endocarditis — and (d) septicaemia. 

Temperature may rise high as a result of nervous 
influences alone. We have observed a rise of tem- 
perature to 104° F. during the passage of a gall-stone. 
The passage of a catheter may, and often does, raise 
the temperature several degrees without the slightest 
absorption of septic material, and even be accompanied 
by a severe rigor. In an infant, a morning tempera- 
ture of 105° F. may be observed just before the eruption 
of a tooth. 
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On one occasion we had a child under treatment 
who had received an injury to the head. The tem- 
perature remained elevated several degrees for a few 
days, and it was feared that meningitis was develop- 
ing, but recovery rapidly took place without such 
calamity occurring. This rise of temperature was 
doubtless due to disordered nerve control over the 
viscera, caused by the injury to the head, as pointed 
out by Dr. Goodhart in his "Common Neuroses." 
The viscera involved are those which elaborate the 
blood and depurate it of the effete material, so that 
the pyrexia in such a case as the foregoing was a 
direct result of the faulty action of these viscera. 

A careful attention to the temperature chart may 
throw a decisive light upon obscure cases, the true 
nature of which would otherwise pass unrecognised. 
The following is a case in point : 

H. L., aged twelve, presented himself, complaining 
of pain in his abdominal wall in the left hypochon- 
driac region. There was a history of injury having 
occurred a few days beforiB. No objective signs were 
present which could warrant any definite diagnosis, 
and the temperature was normal. He was sent to 
bed and kept there, hot fomentations being applied 
to the abdomen. As no improvement occurred after 
a few days, the evening temperature was also taken, 
and found to be elevated several degrees. The chart 
presently showed the characteristic suppurative fluctu- 
ation, and guided by this alone, no other signs having 
developed, an exploratory operation was performed 
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with a view of discovering a focus of suppuration, 
when pus was found embedded in the abdominal wall. 

The temperature may also be temporarily raised by 
physical means — e.g., by the ingestion of very hot 
fluids. One of us visited a patient one evening at 
five o'clock who was convalescent from enteric fever, 
and, on taking his temperature as a matter of routine, 
he was startled to find that the thermometer registered 
107°P. ! The patient said hefelt perfectly well. Further 
questioning elicited the information that he had just 
drunk a large cup of very hot cocoa. After an interval 
of a quarter of an hour the temperature was again 
taken, and found to be normal. Very high tempera- 
tures have been found in hysterical women, so high, 
indeed, that special thermometers had to be used in 
several cases ; but careful observation led to the dis- 
covery that these high temperatures were factitious, 
and effected either by the surreptitious contact of a 
hot bottle, or by pressure on the thin and elastic bulb 
of the clinical thermometer. 

Not only the rise of the temperature, but its fall 
much below normal, may be of grave prognostic 
import. When the sudden fall of temperature is 
marked, and is accompanied by an increase of the 
severity of the symptoms, it is a sign of collapse and 
impending death. 

In acute appendicitis, a sudden fall to below normal 
is often the index of the supervention of gangrene. 
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ACUTE TUBERCULOUS ARTHRITIS 

There are few conditions more calculated to make 
the medical practitioner think carefully before com- 
mitting himself to a definite diagnosis than what 
seems to be at first sight acute articular rheumatism. 
Owing to the fact that a clinical picture the same to 
all appearance as that of rheumatic fever, but having 
an entirely different pathogenesis, may present itself, 
it is imperative in all such cases to institute an 
exhaustive examination in order to discover what 
sBtiological factor is really present ; otherwise error is 
not unlikely to occur, as happened in the following 
instance : 

F. I., a farm servant aged twenty - three, was 
suddenly attacked by an illness which showed all 
the characteristic features of rheumatic fever, and 
which was diagnosed as such. Four weeks from the 
beginning of the illness he came under our care, and 
was found to present well-marked signs of pulmonary 
tuberculosis. These signs continue to progress. 

We consider this case worthy of record, as it does 
not appear to be sufficiently well recognised that 
what seems to be ordinary rheumatic fever is occa- 
sionally the initial stage of tuberculosis. 

An interesting and valuable article on this subject 
appeared in the nineteenth series, first volume, of 
that excellent serial International Clinics, in which 
the following suggestive passage occurs : 
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'* It cannot be too often repeated that the diagnosis 
of rheumatic polyarthritis has no longer any sig- 
nificance whatever in our days; we must penetrate 
beyond this superficial symptom - complexus, and 
endeavour to discover by all the means at our disposal 
a complementary pathogenic epithet. If we take the 
trouble, and know how to search, we will find out at 
an early date, in many cases, that the rheumatic 
inflammation is only a striking symptom of an 
infection that is hidden, and is not a disease in itself. 

" In tuberculosis, more than in any other infection, 
it is of the greatest importance to be sure as to this 
pathogenesis, and army surgeons in particular will 
find therein one of the most valuable premonitory 
signs of incipient tuberculosis." 



THOEACIG DISEASES SIMULATING ACUTE 

PERITONITIS 

Acute intra-abdominal inflammation may be closely 
imitated by inflammation occurring at the base of the 
lungs and involving the diaphragm. 

E. J., aged twenty-six, was suddenly seized with 
acute pain in the upper part of the abdomen. When 
seen a few hours after the onset of the attack, there 
was every evidence of intra-abdominal inflammation, 
the wall of the abdomen being rigid and extremely 
tender; the pulse was rapid and the temperature 
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raised several degrees. The case was carefully 
watched, and in thirty-six hours the true nature of 
the condition became apparent — viz., diaphragmatic 
pleurisy. 

In determining the diagnosis of such a case, the 
chief points to be observed are the rapidity of the 
respirations, which is often 40 or more, and which is 
out of all proportion to the pulse-rate, which seldom 
exceeds 100 per minute ; the breathing, which often 
shows the curious check at the height of inspiration 
which is distinctive of pleurisy; the abdominal 
tenderness is also chiefly superficial, and firm pressure 
with the palm can be borne. It will then be seen 
that the abdominal muscles become relaxed for an 
instant at each respiration, which does not occur in 
peritonitis. 

In some cases physical signs are found at the base 
of the thorax, though these do not often appear for 
twenty-four hours or more. The pain in these cases 
is of the " referred " type. 



SENILE TUBERCULOSIS 

Tuberculosis affecting the skin, mucous membranes, 
and other structures, in old people, often presents 
great difficulties with regard to diagnosis. It is, 
moreover, frequently forgotten that such a disease 
is ever found in old age. 
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When it occurs in the skin and mucous membranes, 
gout is the disease which most closely resembles it. 
From gout it is best distinguished by examining into 
the co-existing constitutional characters, as well as 
into the patient's family and previous history. 

In the case of more deeply situated parts, such as 
glandular structures and bones, the uncertainty is 
due to the possibility of the presence of cancer. No 
help can be derived from a consideration of the 
relative frequency of the two diseases, as senile 
tuberculosis of these is found to occur as frequently 
as cancer. 

The chief points on which to rely to distinguish the 
two diseases are as follows : 

1. Tubercle is indicated by the presence of heat 
and tenderness, two signs which are rarely absent 
even in old age. In the case of cancer these are 
present only when the diseased part is casually 
inflamed. 

2. Spontaneous pain — i.e., pain apart from move- 
ment — is suggestive of cancer rather than of tubercle. 

8. Redness over diseased bone is indicative of 
tubercle, rather than of cancer. 

In senile tuberculosis the overlying surface has a 
duskier hue than what is found under similar circum- 
stances in young people. This is doubtless owing to 
the more sluggish character of the circulation in the 
old, and to the deeper colour of the epidermis, which 
by means of its brown pigmental degeneration masks 
the colour of the blood below. 

5 
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With regard to glandular enlargement, the chief 
points in favour of cancer are hardness, closely- 
situated, deeply-seated attachments, with pain, and 
rapid growth. The opposites of these conditions, 
especially if combined with redness and tenderness, 
indicate tubercle. 

The cervical are the lymphatic glands which in 
old people are most frequently affected by both tuber- 
culosis and cancer, the upper being most apt to be 
attacked by the latter, the lower by the former 
disease. 

Treatment. — In senile tuberculosis, the chief 
factors in treatment are rest, warmth, and generous 
diet. Iron, iodine, and cod-liver oil, prove of little 
benefit. 



THE UKINE 

In debility due to disease, it is found that the 
diurnal and nocturnal amounts of urine passed 
approximate each other, and this is specially marked 
in cardiac disease, and still more so in organic disease 
of the kidney. Indeed, this condition alone enables 
one to diagnose organic renal disease, although there 
is no noticeable polyuria and no albuminuria. 

Estimation of Urea. — For estimating the amount 
of urea in grains, a reliable method is to multiply the 
last two figures of the specific gravity by the number 
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of ounces of urine passed in twenty-four hours, and 
adding 10 per cent. ; e.g. — 

Specific gravity, 1,020. 
Amount, 50 ounces. 

20x60=1,000. 

1,000+10% =1,000+ 100=1,100. 

1,100 grains = total amount of solids. 
550 „ = amount of urea. 

(Haine's modification of Haser*s formula.) 

This method is not applicable in diabetes and some 
forms of Bright's disease. 

Detection of Albumin in Urine. — The following 
reagent, called the "reagent of Spiegler/' is believed 
by Dr. Guerieri Eaflfaele to be the most sensitive 
means of detection yet suggested : 

HL Hydrarg. perchlor. 8 parts. 

Acid, tartaric. ... ... ... ... 4 ,, 

Sacch. alb. ... ... ... ... 20 ,, 

Aq. destill. ... ... ... ... 200 ,, 

The sugar is used in order to increase the specific 
gravity above that of the urine, so that the latter may 
float upon the reagent. The urine should be slightly 
acidulated before testing. 

Specific Gravity of Urine. — One of us pointed out 
{Lancet, January 26, 1907) that the specific gravity of 
urine varies inversely with the temperature, and that 
it rises one point for every fall of eight degrees of 
temperature. Thus, if the specific gravity of urine 
taken when it is freshly passed, say at a temperature 

5—2 
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of 96° F., is 1,010 or 1,015, it will be 1,015 or 1,020 
respectively at 56° F. 

This fact is of importance in examination for life 
insurance, when urine is usually passed at the time of 
examination, and tested while warm. A thermometer 
should therefore be used along with the urinometer. 

Kreatinine in Urine. — Ereatinine as well as 
glucose is capable of reducing Fehling's solution. 
Indeed, applicants for life insurance have been 
rejected as diabetic by one medical referee who was 
unaware of this faculty of kreatinine, to be subse- 
quently passed by another referee who was aware of 
it and took the trouble to remove all the kreatinine 
before testing for the sugar, which was found to be 
conspicuously absent. 

When a specimen of urine of normal specific gravity 
reacts with Fehling, as if sugar were present, it is 
well to remember that kreatinine may be the cause 
of the . reduction. Sir G. Johnson, in an article 
published in the Lancet of July 7, 1894, shows how 
the whole of the kreatinine may easily be removed, 
and a fallacious analysis prevented. 

Sir G. Johnson's directions are as follows : 

Make two solutions — 

I. A saturated solution of acetate of sodium. 
II. A saturated solution of mercury perchloride. 

Then— 

1. Add to the urine ^ of its volume of No. I. 
solution, and ^ of its volume of No. II. 
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2. FUter. 

8. Boil the filtrate for five minutes. 

4. Filter. 

5. Remove excess of mercury by a few drops of 

liq. ammon. fort. 

6. Filter. 

The filtrate will be free from kreatinine, and the 
amount of glucose, if any, can be estimated, but it 
should be borne in mind that the urine has been 
diluted by its own bulk of liquid. 



DIAGNOSIS OF VARICELLA 

The chief points generally relied on to distinguish 
varicella from variola are the following : 

(a) The distribution of the eruption, which is found 
most abundantly on the trunk, and more thinly on 
the face and hands. 

(b) The absence of the eruption from the palms, 
soles, and palate, especially in young children. 

(c) The absence, or short duration, and unimportant 
character, of the pre-eruptive stage. 

id) The absence of umbilication of the vesicles in 
the earlier stages of the eruption. 

(e) The absence of a pre-eruptive rash. 

All these distinguishing characteristics, however, 
may fail, and leave one in perplexity; for in many 
cases, especially in those in which the eruption is 
scanty, the distribution on the face and extremities 
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is much the same as that on the trunk. Also sore 
throat, which is nearly always present in variola, 
even in the mildest cases, may appear in varicella, 
accompanied by an outbreak of papules. As to 
umbilication, in a considerable number of cases of 
undoubted variola, it is not found at any stage of the 
eruption ; whil^ a slight amount of umbilication may 
be seen in varicella, when the pock attains a moderate 
size. Again, in varicella a pre-eruptive stage may 
occur which is quite undistinguishable from that of 
variola. 

Other important points which may enable one to 
decide the diagnosis in favour of varicella are, the 
absence of lumbar pain, the presence of one or more 
elliptical or oval vesicles, the continued fever after 
the appearance of the eruption, and the fact that the 
vesicles collapse on being punctured in one spot only, 
thus showing that they are unilocular. 

There is one sign, however, which is perhaps more 
reliable than any of these, and it is to be regretted 
that more attention has not been drawn to it, and 
that is, the early vesiculation and crusting of the 
papules, which may occur in so short a period as 
thirty-six hours; also the contemporaneous presence 
of papules, vesicles, and crusts, on various parts of 
the body. This early crusting, invariably seen in 
varicella and never observed in variola, ought to 
have the first place assigned to it in the list of 
di£ferential diagnostic signs. 
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CYCLIC VOMITING 

This singular disease, to which so little attention 
has been directed in this country, may occur at any 
age» though it is most often found in children. It is 
termed '* cyclic" because it is characterised by perio- 
dicity, the attacks of vomiting showing a tendency to 
recur at intervals more or less regular, and apparently 
without any determining cause. 

The first symptom to attract attention is loss of 
appetite, which is specially noticeable in the morning. 
The child soon after begins to show signs of being 
easily tired, and wishes to go to bed earlier than 
usual. The tongue is coated, the breath is offensive, 
and the bowels are costive. 

At this stage there is no fever. During the night, 
generally two or three hours after midnight, the child 
awakes and complains of feeling sick, and in a very 
short time begins to vomit. The material first ejected 
consists of articles of food taken the day before, with 
large quantities of mucus. Pain and tenderness are 
complained of in the neighbourhood of the umbilicus. 
During the next few hours there may be two or three 
loose movements of the bowels, though as a rule they 
are constipated. The urine is passed in copious 
amount. 

The temperature now begins to rise, and the child 
becomes restless. The disease has now fully developed, 
vomiting occurring at frequent intervals. The ejected 
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gastric contents consist at first of mucus only, then of 
mucus stained with bile, and lastly of a peculiar 
bronze-coloured mucus which is sometimes mixed 
with a little blood. Thirst is a prominent symptom, 
but water, milk, and other liquids, are rejected as 
soon as swallowed. 

The temperature has now risen to 103° or 104° F., 
the pulse varying from 140 to 160, while the respira- 
tions are irregular and sighing. The urine, which 
at first was copious, is now greatly diminished in 
quantity, while peristaltic movements of the bowels 
are completely suspended. The tongue is coated, 
the lips are dry and parched, the abdomen is flat, the 
skin harsh and dry, and the entire body is shrunken 
in appearance. 

The patient is very restless, and keeps moving from 
one side of the bed to the other, or from the head to 
the foot. There is a strange intolerance of the contact 
of the bed-clothes, the patient not permitting even a 
sheet to remain over him. This condition of affairs 
may continue for forty-eight hours or so, the pulse 
becoming extremely rapid and feeble,' and the temper- 
ature falling until it becomes subnormal. The eyes 
are half closed and sunken in their sockets, while the 
conjunctivae are injected. 

The whole condition appears to be one of the most 
extreme gravity. The extremities become blue and 
cold, the peripheral circulation being practically at a 
standstill. The pulse is weaker and more rapid, so 
as to be uncountable. The temperature now begins 
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to rise again, and may be found to read 105° F. in 
the rectum, while the respirations become more 
irregular. 

It is now four or five days since the onset of the 
disease, and the patient's recovery seems to be 
beyond hope. Now, however, the intervals between 
the acts of vomiting begin to become longer, and the 
patient becomes somnolent. This condition becomes 
intensified until the child passes into a state of deep 
slumber, which may last many hours. During this 
sleep the temperature falls, the hands and feet 
become warm, and when the child awakes it is 
plainly evident that the crisis has passed. Convales- 
cence proceeds with great rapidity. 

Eotch, in his "Pediatrics," says that persistent 
vomiting is the only term which can be applied to 
the disease, as no single definite cause nor any 
pathological lesion has ever been found to produce 
it. It has not been proved that it is a primary 
gastric disturbance. In fact, in numerous instances 
the source of irritation is entirely outside the digestive 
system, and is probably connected with the sympa- 
thetic ganglia, such as the solar plexus. The exciting 
cause of the sickness is not due to errors in diet, as 
it often occurs in children who are most carefully fed. 
Emotional disturbances, such as fright, or exposure to 
cold, may be setiological factors in the production of 
the affection. 

As already stated, it may occur at any age, though 
oftenest found in children, and in the robust as well 
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as in the delicate. One view as to its causation is 
that of auto-intoxication due to ptomaine-poisoning, 
the ptomaines being formed in the alimentary canal, 
and absorbed into the blood, thus producing toxaemia. 
The nerve centres, being poisoned, cause the vomiting. 

The urine at the beginning of the attack is always 
increased in amount, is of high specific gravity, and 
contains a large quantity of indican. As the disease 
proceeds the quantity gradually diminishes, the 
indican disappears, and acetone is found in abun- 
dance, and this last is also given o£f by the breath. 
The disease is self-limited, and recovery as a rule 
takes place. 

Treatment. — ^It is useless to feed the patient by 
the mouth, as such a procedure only increases the 
vomiting. Predigested food, sedatives, and stimulants, 
per rectum, may, however, be tried. Hot packs aid 
the skin to eliminate. Counter - irritation to the 
epigastrium, with morphia and atropine, hydodermic- 
ally, are of decided benefit. Strychnine is also of 
use in toning up the nervous system and in stimu- 
lating the respiratory centre. Mineral serum, 
administered by hypodermoclysis or enteroclysis, is 
most efficacious, and offers the greatest hope of 
success. It should be employed early in the attack. 
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VON WEDEKIND'S METHOD OF DIAGNOSIS 
OF ALCOHOLIC FROM OTHER COMA 

When called to a case of coma, one has to decide 
whether it is due to alcoholism or some other cause 
of insensibility. The diagnosis is by no means 
obvious, since the odour of exhaled alcohol is no 
criterion of the condition, and the frequency with 
which symptom^ are very much obscured by alcohol 
is well known. The inhalation of strong ammonia is 
sufficient to inhibit for a short time the influence of 
alcohol, but this means is not devoid of danger. 

Dr. L. L. von Wedekind has devised a method of 
temporarily removing the effect of alcohol, which is 
not only easy of application and free from all danger, 
but is also invariably effectual. It has never failed 
him, and he is so certain of its infallibility that, when 
no result is obtained, he does not wait to examine the 
case furthei', but sends it forthwith to hospital for 
treatment. 

By firm pressure upon the supra-orbital notches, 
compressing the nerves, a diagnosis of alcoholism 
may with absolute certainty be made in a few seconds. 
A case of alcoholism pure and simple will, upon the 
application of this pressure, immediately show very 
evident signs of life, and, be the coma ever so deep, 
the effect of the alcohol will for a short time be 
sufficiently removed to permit of a rapid and thorough 
examination. The absence of result from this pres- 
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sure is a sure indication of cerebral trouble due to 
head injury, or disease, or of narcotic poisoning. 

Besides this diagnostic value, it may be added that, 
to quieten hysterical convulsions, in hiccough, in 
alcoholic mania, and for the detection of malingerers, 
von Wedekind's method has no superior. 
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PART II 
SURGICAL 

AFTER-TREATMENT OF ABDOMINAL 

SECTION 

The nausea and vomiting which often follow the 
administration of an anaesthetic are due to the irrita- 
tion of the gastric organ. If matters are allowed to 
take their course, these will subside in twelve to 
twenty-four hourd; but if the patient be interfered 
with, with the view of treating these conditions, they 
are liable to continue for several days. The gastric 
mucous membrane, being irritated by the anaesthetic, 
shows its resentment by rejecting anything that may 
be put into it. Water is as great an irritant as drugs, 
and should be withheld absolutely. Ice is particularly 
objectionable. 

In the vast majority of cases the vomiting, if 
allowed to take its course, will have subsided within 
twenty-four hours. A good routine practice is to 
permit the patient to remain quiet and undisturbed 
for the first twenty-four hours after the operation, 
nothing being allowed to pass the lips. If thirst be 
intolerable, an enema of 4 ounces of hot water may 
be given every three or four hours. At the end of 
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twenty-four hours the bowels should be opened, and 
the best drug for this purpose is calomel in divided 
doses, i grain every hour for twelve doses. If at the 
end of this time peristaltic movements be noticed, a 
soap-and-water enema, 2 pints in amount, may be 
given. 

When the bowels have moved, the administration 
of fluid nourishment may be begun. One of the best 
substances to offer under the circumstances is butter- 
milk, which does not leave the clammy taste in the 
mouth which sweet milk does. It is also well retained 
by the stomach, and is liked by most patients. It 
should be given in |^-ounce doses every hour at the 
beginning of its administration. Larger amounts 
should then be taken at short intervals, according as 
it is found the stomach will tolerate it. 

As soon as the prirrue vice are well opened, flatus 
passed freely, pulse below 100 and temperature below 
100^ F., and the abdomen flat, the patient may be 
considered to have passed the critical stage. 

The nausea and vomiting subsequent to the inha- 
lation of ether, etc., may be very materially lessened 
by the hypodermic injection of atropine, y^^-grain 
dose, shortly before its administration. If sickness 
after anaesthesia is unduly prolonged and vomiting 
continues, great benefit may follow the administra- 
tion of normal saline solution per rectum. 
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DIAGNOSIS OF ABDOMINAL VISCERAL 

LESIONS 

In those who have met with such accidents as are 
likely to give rise to lesions of the abdominal viscera, 
there are three primary symptoms which are generally 
present — shock, vomiting, pain. 

The signs of abdominal shock are: Countenance 
pale, expression anxious, face and extremities covered 
with beads of perspiration. The more or less marked 
degree in which these symptoms are observed is no 
criterion of the amount of internal injury sustained, 
as cases in which they are most marked often rally 
in a few hours, while others in which they are slight 
may have received fatal damage to some internal 
viscus. It is not upon their extent, therefore, but 
rather upon their duration, together with other con- 
comitant symptoms, that reliance must be placed for 
guidance as to the necessity of calling in skilled 
surgical assistance. 

A definite prognosis cannot be given immediately 
after the receipt of severe abdominal injury. The 
points which suggest a hopeful prognosis in such 
cases, and which may be observed an hour or two 
after the reception of the injury, are: Expression 
good, pulse regaining its normal rate, patient regain- 
ing warmth, with abdomen little tender and neither 
rigid nor distended, cessation of vomiting, absence of 
blood from the vomit, flatus and normal urine passed. 
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The signs which indicate grave visceral lesion are : 
Expression anxious, pulse steadily increasing in rate, 
temperature subnormal, tongue and extremities cold, 
abdomen tense and tympanitic, dulness, either fixed 
or shifting, in either groin or flank, neither urine nor 
flatus passed, and pain, previously present at one 
point, spreading over the abdomen. If these symptoms 
are present, immediate operation is called for. 

The absence of normal liver dulness is of no certain 
value as evidence of an intra-abdominal lesion. 



FOEEIGN BODIES IN THE AIR-PASSAGES 

A long - standing purulent discharge from one 
nostril occurring in a child is a pathognomonic sign 
of a foreign body in that situation. If the discharge 
is very offensive, the foreign body will be found to 
be porous, capable of absorbing and retaining fluids 
in its substance. The ordinary ozsena occurring in 
children invariably affects, before long, both nasal 
cavities. 

A unilateral, serious, and progressive disease in 
the chest, occurring in an adult, who dates the com- 
mencement of the trouble from an attack of alarming 
choking with some small object in the mouth, and 
which was thought to have been swallowed, is always 
due to the presence of a foreign body in the bronchus 
corresponding to the side affected. 
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SPRAIN OF ANKLE 

Many years ago we had the good fortune to 
come across, in Medical Reprints, an account of a 
method of treating sprains of the ankle by strap- 
ping in a special manner. This was exploited by 
Dr. V. P. Gibney, of New York, who, however, dis- 
claimed all originality. We have never seen this 
method described elsewhere, and as the results in 
our hands have been so invariably successful, we 
have thought it worthy of special commendation. 

The principle of the treatment is the employment 
of voluntary movement from the very outset, which 
effects reduction of the effusion by the normal action 
of the joint itself, instead of treating the affection by 
prolonged rest and subsequent passive movement. 

The result is immediate ability to walk, pain being 
prevented by the support derived from the inelastic 
strapping. Thus no adhesions are formed, and a 
possible visit to the bonesetter is averted ; our reputa- 
tion, instead of suffering, is enhanced, there is no loss 
of time, and the patient is grateful, even above the 
normal average of 10 per cent. The following is a 
typical case : 

One of us was called to the country, six miles away, 
to see a young lady said to have sustained a fracture 
of the leg from a fall off a bicycle. On examination 
no fracture was found, but a very severe sprain of 
the ankle. The usual signs were present — great 
swelling, redness, pain, and extreme tenderness. 

6 
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Being at the time provided only with appliances 
for dealing with a fracture, the treatment was simply 
hot fomentations, bandaging, and elevation of the 
foot in bed. Next day the patient was found to have 
passed a very restless night from severe pain and 
throbbing in the affected part. The foot and ankle 
were much more swollen and discoloured from effusion 
and extravasation, and extremely tender. 

I said I had come to strap the ankle. This was 
protested against, but it was done. *-Now," I said, 
**you must get up and walk." 

The patient was inclined to be mutinous, and said : 
" Why, I cannot bear my foot even to hang down, far 
less touch the ground.'* 

** Well, you must do it," I said, ** and I will help 
you." 

The stronger will prevailed, and, giving my fair 
patient my arm, we proceeded slowly along a corridor, 
the patient bemoaning her hard fate and limping 
badly. I next forbade the limp, directing her to try 
to walk as if nothing was amiss. This she pluckily 
did. After two or three turns with her, I directed her 
to walk alone, without any support even from a stick, 
with head erect, and without a limp. In a quarter of 
an hour she walked smartly backward and forward 
without a limp or pain, much to the surprise of her 
parents, who were interested spectators, and more 
even to her own. 

She came to see me in three days with the strap- 
ping baggy and useless, so greatly had the effusion 
been reduced. The ankle was restrapped, and she 
returned to school in less than a week quite well. I 
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directed her to keep on the strapping till it got loose 
and came off of itself. 

The method is equally successful in chronic cases, 
the patients being directed to discard walking-sticks 
and to stop limping. The forced natural action of 
the joint breaks down all adhesions, while the strap- 
ping gives perfect support as well as entire confidence. 

The technique is as follows : The patient sits upon 
a chair with the knee of the same side as the injured 
ankle crossed over the other. A calico bandage 2 or 
2^ inches wide is then passed round the sole of the 
foot, over the base of the toes, and is held by the 
patient, one end in each hand. He is then instructed 
to pull strongly on the bandage so as to flex the foot, 
and keep it flexed as much as possible. If, owing to 
pain, he is unable to pull strongly enough at the 
bandage, an assistant, kneeling beside him, should 
hold the floot flexed the whole of the time the strap- 
ping is being applied. A strip of stout adhesive 
plaster 1 inch in width is first applied horizontally, 
beginning at the outer border of the foot close to the 
little toe, carried round the heel, and ending on the 
inner side of the foot about its middle, just under 
the plantar arch. The second strip is applied verti- 
cally, and passes from the junction of the middle with 
the lower third of the leg, on its outer aspect, down 
alongside the tendo Achillis, over the heel, and ending 
at a point just above, and posterior to, the internal 
malleolus. The other strips are applied in the same 

6—2 
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way, a horizontal strip alternating with a vertical 
one, and each overlapping its predecessor halfway, 
until the whole of the malleoli and sides of the foot 
and leg, to the middle third, is covered. The strips 
of plaster will become successively shorter, since care 
must be taken to prevent the ends passing, or even 
touching, each other, so that all constriction may be 
avoided. 

When tlie sprain involves the tarsal joint itself or 
the mid-tarsal joint, and where the whole foot is 
involved, the procedure is different. The first strip 
then starts on the inner side of the heel, passes 
behind the heel, below the external malleolus, over 
the dorsum of the foot, and terminates just under the 
ball of the great toe. The second one begins just 
below the outer malleolus, crosses the back of the 
heel, passes over the front of the foot, and ends below 
the outer side of the foot near the little toe. The 
remaining strips are applied, overlapping each other 
halfway, until the whole dorsum of the foot and 
front of the leg are covered. Here the strapping is 
made to encircle the parts covered intentionally. 
Care must be taken to keep the strips of plaster 
firmly on the stretch during their application. 

If there is much swelling, it is advantageous to 
have the leg first elevated for several hours, if pos- 
sible, and to employ gentle massage for a few minutes 
before applying the plaster. The result of the strap- 
ping is to reduce the swelling so much that it becomes 
loose after a few days, necessitating restrapping. 
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APPENDICITIS 

Although an immense amount of attention has 
been given of recent years to this affection, we do 
not think that any of it has been fruitlessly bestowed, 
as no more difficult problem presents itself to the 
medical practitioner than this much written-of and 
talked-about disease. 

In the present article only the more salient points 
are referred to, some of which do not seem to receive 
the attention which they undoubtedly deserve. 

The leading early symptoms of appendicitis are 
pain, tenderness, and muscular rigidity, and when 
these are present in a very acute degree they indicate 
interference with the blood-supply of the appendix, 
which speedily impairs the vitality of the organ to 
such an extent that there is danger of gangrene 
supervening. This may occur with very great sud- 
denness, the tenderness over the appendix rapidly 
becoming extreme, the abdominal pain agonising, and 
the muscular rigidity intense. A milder type will be 
characterised by colicky pains, with intermissions, 
moderate tenderness, slight muscular rigidity, anorexia, 
with perhaps nausea and occasional vomiting, and 
slight elevation of temperature. 

Of the three cardinal symptoms referred to, pain is 
the one which heralds the first approach of the disease. 
It is at first referred to the umbilical region, for which 
the reason suggested is that, during the early stages 
of embryonic development of the intestinal canal, the 
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appendix is found in that locality. It thus presents 
an analogy to the testis, in which, when attacked by 
a painful malady, the pain in referred, partly at least, 
to the position occupied by that organ during embry- 
onic life. 

After a few hours the pain usually becomes trans- 
ferred to the right iliac fossa. The position of the 
pain depends upon the location and direction of the 
appendix. Thus, it is occasionally felt in the left 
side when the organ is long and lies across the 
abdomen. When it rests upon the psoas muscle, and 
is in relation to the anterior crural nerve, the pain 
will be felt in the thigh, or even in the knee. If its 
position is retrocsBcal, then the pain may be referred 
to the region of the kidney or liver. 

As a matter of fact, the organ may be displaced in 
almost any direction and to any part of the abdominal 
cavity — e.g,^ the region of the sigmoid flexure or of 
the umbilicus, or under the surface of the liver, as 
well as in the pelvis ; but its origin from the caecum 
is almost constant, and corresponds with "McBurney's 
point." 

Pain steadily decreasing points to the subsidence 
of the inflammation, while its sudden cessation after 
the second day is indicative of gangrene. A sudden 
violent exacerbation of pain is one of the most 
reliable signs of perforation of the appendix, with 
escape of its contents into the peritoneal cavity. 

Pain in micturition is in many cases diagnostic of 
the appendix dipping down into the pelvis. As pain 
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may be found in various situations, so may deep- 
seated tenderness — e.g.^ in the left side of the 
abdomen or in the pelvis, etc. It can often be best 
determined by rectal or vaginal examination. Rectal 
examination is of especial value in children, where 
the organ so often points towards the pelvis. 

As long as the inflammation is merely catarrhal 
and has not invaded the peritoneal covering of the 
organ, acute deep-seated tenderness is experienced 
above it; but movement of the intestines in its 
neighbourhood will not elicit it. In an early stage 
of the disease, therefore, deep pressure on the left 
iliac fossa will cause no discomfort to be felt in the 
right — i.e., if the appendix is in its normal situation. 
This, however, will not be the case later, when serious 
progressive changes have taken place in the inflamed 
organ, for then we find that pressure on the left side 
of the abdomen will cause considerable discomfort on 
the right. Such a symptom furnishes evidence that 
the inflammatory condition has affected the whole 
organ, and that consequently there is danger of its 
blood-supply being interfered with, and so producing 
gangrene. 

Besides deep-seated tenderness, much valuable in- 
formation may be obtained from the consideration of 
the superficial form of this symptom, which is due to 
the tension within the appendix, and is probably 
present in all first attacks. It is tested by gently 
taking hold of the skin between the thumb and fore- 
finger, beginning at a distance from the suspected 
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tender area and approaching it gradually. Care 
must be taken that the skin only, and not the deeper 
structures, are stimulated. 

In appendicitis the area of cutaneous tenderness 
varies from a band stretching, on the right side, from 
the linea alba below the umbilicus to the lumbar 
spine, to a minute circular area a short distance above 
the middle point between the umbilicus and the 
anterior superior spine. The breadth of this band 
in an adult is about 3 inches. The area which, as a 
rule, is affected is triangular in shape, hence it has 
received the designation of the " appendix triangle of 
cutaneous tenderness." It is situated in the right 
iliac region, with its lower boundary reaching nearly 
to Poupart's ligament, its inner being close to the 
middle line, and corresponding to the inner boundary 
of the eleventh area of Head at the linea alba, and its 
apex just outside the anterior superior spine. In 
some cases it reaches to the middle axillary line. 
This area is of great value in determining as to 
whether an operation is advisable or not. If pro- 
nounced cutaneous tenderness vanishes without 
concurrent improvement of the general state of the 
patient, perforation or gangrene of the appendix is 
indicated. 

Not only is the disappearance of this hyperalgesic 
area of importance, but its non-appearance in first 
cases is not less so, being diagnostic of gangrene or 
perforation. Where a first attack has been of suffi- 
cient virulence to destroy the nervous tissue in the 
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wall of the organ, this hyperalgesia may be absent 
without affecting the. prognosis unfavourably. It 
may also persist long after the disappearance of all 
other signs of the disease, owing to tension within 
the appendix being retained through the existence of 
a stricture. 

Though its disappearance is the signal that opera- 
tive interference is imperative, its presence is not a 
contra-indication for it, since suppuration and general 
peritonitis may occur notwithstanding its presence. 
Cutaneous hyperalgesia is not affected by the age of 
the patient or by the position of the appendix. 

Next to pain and tenderness, muscular rigfidity is 
the most reliable sign of the disease. It follows the 
localisation of the pain, and is most marked over the 
inflamed area, being usually confined to the right 
lower abdominal quadrant, affecting first the rectus 
and then the other abdominal muscles, and appears 
as soon as the pain becomes localised in this region. 
It is often, but not of necessity, due to peritonitis, 
and, in any event, arises from the fact that the 
muscles involved receive their nerve-supply from the 
seven lower intercostals, while the superior mesenteric 
plexus gets its contribution from the spinal system 
through the splanchnics derived from the same inter- 
costals. 

The other most important symptoms are : Elevation 
of the temperature, disturbances of the respiratory and 
cardiac systems, and also of the gastro-intestinal tract. 

The temperature bears no constant relation to the 
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gravity of the disease, and is therefore an unreliable 
index of the prognosis; e.g., in simple catarrhal 
attacks it may be high, while in early perforation or 
gangrene there may be existent only a moderate 
elevation. A sudden fall to normal or subnormal is 
often the sign of perforation, or the rupture of a 
circumscribed abscess into the abdominal cavity. A 
high temperature with remissions points to septic 
phlebitis or pyaemia. 

The pulse is in general a much better indication of 
the gravity of the attack than the temperature. If it 
is strong, of good volume, and regular, and the rate 
proportional to the temperature, the outlook is favour- 
able. If, on the other hand, it is rapid, dispropor- 
tionate to the temperature, of poor volume, irregular, 
and weak, the prognosis is most unfavourable. 

The opinion commonly entertained with regard to 
rigors — viz., that the formation of a peri-appendicular 
abscess is often attended by one — is erroneous, as, 
when a rigor does occur, it is usually of nervous or 
reflex origin (Deaver). If, however, a series of rigors 
occurs, accompanied by a high temperature, a rapidly 
developing gangrene of the appendix is about to take 
place. Eigors occurring on the second or third day 
of the attack, and associated with high temperature, 
usually indicate the occurrence of metastatic or em- 
bolic abscesses. 

Condition of the Bowels. — Constipation is the 
rule, but diarrhoea is occasionally found, and is an 
unfavourable symptom. 
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Respiration. — Early in the attack, the type of 
respiration often seen is costal in character. Very 
rapid respiration is frequently a manifestation of 
toxaemia. 

Hsematemesis is often seen in septic appendicitis. 
This symptom might be liable to lead one to mistake 
such a case for ruptured duodenal or gastric ulcer. 

Tumour, — If the attack has given rise to a circum- 
scribed peritonitis, a tender swelling indicates the 
site of the diseased organ. A frequent situation of 
the appendix is behind the caecum, in which case 
palpation will fail to discover a swelling of even 
considerable size. Owing to the tenderness and 
rigidity of the abdominal walls, the fluctuation of 
suppuration cannot with certainty be detected unless 
the abscess is large, or has reached so far as to cause 
bulging of the abdominal walls. 

Vomiting. — This is a frequent accompaniment, 
and is generally reflex, being due to reversed peri- 
stalsis. In favourable cases it may occur once or 
twice, but does not persist; while in unfavourable 
ones it may be continuous and uncontrollable. It 
may or may hot be accompanied by nausea. Its 
absence has a strongly favourable influence upon the 
prognosis. 

Hiccough. — This is occasionally observed, particu- 
larly if the appendix points north and peritonitis has 
developed, more especially if the diaphragmatic 
peritoneum be involved. 

Leucocytosis. — A small degree of leucocytosis, 
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12,000 or lower, indicates a mild attack. A leuco- 
cytosis increasing from 15,000 points to a severe 
infection. If it remains stationary, a walling-oflf is 
taking place. If during a severe attack a sudden 
decrease in leucocytosis appears, gangrene, perfora- 
tion with commencing general peritonitis, or the 
invasion of the general peritoneal cavity by pus, will 
be indicated. 

Retraction of the thigh is a sign that the inflam- 
mation has involved the sheath of the ilio-psoas 
muscle, and occurs most frequently in retrocaecal 
suppuration. 

A very valuable indication of the general condition 
of the patient is afforded by the presence or absence 
of the facias abdominalis. When present it is a 
very unfavourable prognostic sign. 

Perforation of the Appendix.— The most reliable 
sign of gross perforation of the appendix, with escape 
of its contents into the peritoneal cavity, is sudden 
and excessively acute pain, followed by rapid rise or 
fall of temperature, and marked increase of the pulse- 
rate, with diminution of its force and volume. If the 
sepsis is profound, the abdomen may be flat. 

With regard to the question of operation in appen- 
dicitis, no more diflBcult problem may present itself 
for consideration. A few guiding principles may, 
however, be laid down. If at the end of forty-eight 
hours the symptoms have not visibly improved, or 
if they are increasing, and especially if tenderness, 
pain, and muscular rigidity, continue to co-exist, with 
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a tendency to abdominal distension, operation is 
indicated without further delay. It is also called for 
in the presence of any of the following circumstances : 

(a) Vomiting continuing after twelve hours. 

(b) An irregular temperature, rising and falling, 
especially if the remissions are well marked after the 
second day. 

(c) Sudden cessation of pain (indicating gangrene), 
or pain markedly increasing (pointing to the formation 
of pus). 

{d) If an abscess be located. 

(e) A pulse above 100, with a normal or subnormal 
temperature. 

The necessity for operation is in proportion to the 
urgency of the initial symptoms, especially if they 
are progressive. , 

In cases not seen till the third or fourth day, where 
there are no indications of a circumscribing barrier of 
adhesions, operation is safer than delay. 

The cases in which a decision is most difficult to 
arrive at are found in the gangrenous variety of the 
disease. Here the patient may show no very serious 
symptoms either constitutionally or locally. This 
occurs because, though the tissues are dying from 
interference with their blood-supply, sufficient toxic 
material has not yet been absorbed into the system 
to cause increase of pulse or temperature by reason 
of its effect upon the nerve centres controlling 
their functions. Hence the patient may appear to 
be in a hopeful state, even in the presence of gan- 
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grene. This is most likely to happen in primary 
attacks. 

In case of operation being* refused, the following 
may be regarded as favourable signs in forming a 
prognosis : 

{a) Bowels open. 

(6) Pain dull and throbbing (connective-tissue pain), 
and not sharp and lancinating (serous-tissue pain). 
The former is caused by a tense appendix with infil- 
tration of the walls, which is free from perforation. 

(c) Where sensibility of the tip of the appendix is 
demonstrable at various points in the abdominal 
surface, varying with the position of the organ (indi- 
cating absence of gangrene). 

{d) Vomiting not marked. 

(e) When the area of tenderness is small and 
strictly confined to the csecal and pericsecal regions. 

Of phenomena which point to the actual onset of 
diffuse peritonitis, increase of tympany and tender- 
ness, with persistent vomiting, is most significant and 
sinister. 

There are various ways in which general septic 
peritonitis may result — e.g., by spreading by con- 
tinuity (the usual mode in which a localised peritonitis 
becomes general), or by infection through the lym- 
phatics of the appendix or the meso- appendix, or by 
a slow leaking of inflammatory products through the 
appendicular wall, or by the migration of bacteria 
along the same channel. If such happens, the 
patient soon presents the typical features of diffuse 
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peritonitis : Incessant restlessness, distended abdomen, 
constant vomiting of small mouthfuls without much 
effort, thoracic respiration, obstinate constipation, 
high temperature which finally falls to subnormal, 
cold sweats, and collapse. Death in such csLses is 
due to a profound tox8Bmia. In excessively grave 
suppurative cases, the best indication that there is a 
chance of saving life by operative measures is the 
presence of any sign of peristalsis. 

The medical treatment of a mild case, seen at the 
commencement of the disease, consists of absolute 
rest in bed, bland fluid nourishment, and intestinal 
antisepsis by fractional doses of calomel. For allaying 
pain and subduing inflammation, hot fomentations 
should be applied locally. In some cases ice is more 
efficacious. Leeches may also be found very useful. 
Morphine should if possible be withheld, as it masks 
the symptoms, and so may produce a false repose, 
which is often rudely shattered. No purgatives are 
admissible. If necessary, the bowels should be opened 
by enemata. 



COXA VARA 

Attention was drawn for the first time to this 
somewhat rare disease only twenty years ago, its 
present name being assigned to it six years later. 
The distinguishing setiological factor is abnormal 
bending of the neck of the femur, which may form 
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with the shaft a right angle or less, instead of the 
normal angle of 120° to 140°. 

Coxa vara is most often found in males during 
adolescence, and in children. In a large proportion 
of cases it occurs in association with rickets, but it 
may follow inflammatory affections — e.g., osteo- 
myelitis — or traumatism. If a patient suffering from 
this affection be examined in bed, it will be found 
that his easiest posture is the supine one, with the 
affected limb crossed in front of the other; that is, 
he is most comfortable when his limbs are adducted. 
If abduction of the diseased limb be attempted, it 
will not be found possible to move it without difficulty, 
in order to place it by the side of the other, and quite 
impracticable to abduct it further. 

A pathognomonic sign (first pointed out by Pro- 
fessor Alexander Ogston) is that, whenever the foot 
reaches the level of the knee of the other limb, 
rotation outwards at the hip-joint takes place, the 
flexion movement continuing. If both limbs are 
flexed simultaneously, owing to this outward rotation, 
a scissors - like deformity becomes apparent. On 
measurement, the limb is found to be shortened, 
while Bryant's triangle has the horizontal side (on 
lying down) shorter than the perpendicular. This 
lengthening of the perpendicular side of the triangle 
is due to eversion, while shortening of the limb 
reduces the length of the horizontal. 

By means of the X rays we find marked bending 
of the neck of the femur, so that it has a downward 
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inclination, the head being the lowest point, which 
must cause shortening of the limb and corresponding 
elevation of the trochanter major. The head is 
mushroom-shaped. 

Diagnosis. — The condition for which coxa vara is 
most apt to be mistaken is tuberculous disease of the 
hip-joint. The chief distinguishing points between 
the two diseases are the following : 

1. In coxa vara, adduction is invariably found, with 
rotation outwards, while in tuberculosis abduction is 
present. 

2. Shortening of the limb is found in coxa vara at 
the outset of the disease, which is due to the bending 
of the neck of the femur, whereas in tuberculosis it 
is a late symptom, as it depends on the destruction 
of the head of the bone in the acetabulum. 

3. In coxa vara limitation of movement is found 
only in certain directions, principally in attempted 
abduction, the impairment of movement being due to 
the neck of the femur coming in contact with the rim 
of the acetabulum. In tuberculosis, on the other 
hand, all the movements of the joints are impaired 
by reflex muscular spasm. 

Treatment. — This is solely surgical, and consists in 
removing a wedge of bone from the shaft of the femur 
at the level of the trochanter minor, the wedge having 
its apex pointing inwards. By this means the limb 
can be placed in the position of abduction. 
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FOEEIGN BODY IN THE EAR 

A very excellent and ingenious method of removing 
foreign bodies from the ear (or nose) is that recom- 
mended by Dr. C. A. Sturrock. A piece of rubber 
tubing, rather less in diameter than an ordinary lead 
pencil, and a few inches long, is attached to the nozzle 
of a brass syringe. This is placed in position, and 
when it has been brought in contact with the foreign 
body the piston of the syringe is withdrawn, thus 
causing a vacuum in the tubing by which the foreign 
body is drawn into, or against, its free end. When 
the syringe is withdrawn it will pull the foreign body 
along with it. 

It is advantageous to moisten the end of the tubing 
with glycerine, so as to lessen the possibility of air 
entering the tubing between it and the object. 

It is useful to remember that a foreign body in the 
ear may cause persistent cough, and also convulsions. 



TOBACCO AND HEARING 

It does not appear to be so widely known as it 
should be that tobacco sometimes exerts a deleterious 
effect upon the acoustic nerve. This evil result is 
oftene^t seen in young men, circulatory disturbances 
being set up as an effect of excitation of the sympa- 
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thetic. In persons who are predisposed to sclerotic 
changes in the ear due to heredity, tobacco is specially 
harmful. 



PROGNOSIS IN EAR DISEASE 

In children suffering from acute otitis media, an 
absolutely good prognosis as to hearing can be given 
provided no suppuration occurs. In adults, however, 
who are past the prime of life, and in those who are 
gouty or rheumatic, or who have kidney disease or 
diabetes, the prognosis must be guarded. 



CAUTION IN THE USE OP QUININE AND 

SALICYLATES 

Both quinine and the salicylates may cause per- 
manent impairment of hearing if given to patients 
affected with acute suppuration of the middle ear. 
Such a disturbance is due to injury of the ganglionic 
cells in the ganglion spirale and vestibular ganglion. 
These drugs should therefore be exhibited with great 
caution in treating such patients. 



THE IMPORTANCE OF EXAMINING THE EARS 
IN INFANTS ACUTELY ILL 

As a considerable part of the blood-supply of the 
membrana tympani is derived from a branch of the 
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internal carotid, and as the nervi vasorum forming 
the carotid plexus at this part of its course come 
largely from the otic ganglion, while the inferior 
dental nerve also communicates with this ganglion, 
there is thus a direct nerve connection between the 
teeth and the blood-supply of the membrane by means 
of the otic ganglion. An erupting or a carious tooth 
will therefore be apt to produce hypersBmia in the 
correlated area, the drum-head. Its vessels be- 
coming dilated, congestion is produced, the delicate 
structures of the membrane being rendered tense 
and painful. 

If the condition be unrelieved, effusion into the 
tissues takes place, followed by suppuration. 

As there is such an intimate connection between 
the teeth and the ears, it is essential, in the case of 
every child, during the period of dentition, who is 
acutely ill, if the cause of illness is not obvious, to 
examine the ears as a routine procedure. 



ROLLING OF THE HEAD FROM SIDE TO 

SIDE IN INFANTS AFFECTED WITH 

INFLAMMATORY EAR DISEASE 

This is the objective equivalent in the infant of the 
symptoms of giddiness in adults, when the circulation 
of the labyrinth is upset. This symptom indicates 
that the auditory nerve has become involved in the 
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disease^ with disturbance of the equilibrating function, 
due to suppuration. When this has occurred, the 
patient is in the greatest danger, and, if surgical 
relief be not speedily procured, paralysis and coma 
will erelong close the scene. 



DIAGNOSTIC IMPORT OP MOTTLING OF THE 
HANDS AND ARMS IN PERSONS SUFFER- 
ING FROM VERTIGO 

The brachial and vertebral arteries are both con- 
nected with the inferior cervical ganglion through 
their vasomotor nerves, the latter vessel being the 
chief blood-supply of the labyrinth. As several of 
the nerves associated with the ganglion carry up 
impressions from the stomach, liver, etc., gastric 
influences will be conveyed to the vertebral artery, 
causing dilatation of the peripheral branches, with 
consequent hypersemia of the parts supplied by them. 

If we find mottling of the hands and forearms, which 
is due to dilatation of the arterioles of the brachial 
artery, we have, owing to the fact that the nervi 
vasorum of the brachial and vertebral arteries are 
connected with the same ganglion, a clue to the 
state of the arterioles of the latter vessel in the 
labyrinth. 

In all persons complaining of giddiness, examina- 
tion should therefore be made as to the existence of 
the sign referred to, as in many cases where it is 
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present, especially in old people, the cause of the 
giddiness will be the disturbance of the circulation 
in the labyrinth, induced by the nervous impulses 
received from a disordered stomach. 

It is found in practice that this condition of vertigo, 
associated with mottling of the hands and arms, can 
occasionally be removed by attention to careful diet- 
ing, combined with purging, or by leeching in severe 
cases. In edentulous old people, cure may sometimes 
be effected by simple abstention from butcher's meat. 



TINNITUS AUEIUM 

This distressing condition is often found to yield 
to electrical medication. Both the constant and 
interrupted currents will be found efficacious. The 
application should be maintained continuously for a 
quarter to half an hour. 

K. W., aged twenty-two, had been suffering from 
almost constant tinnitus for nearly nine months. A 
course of electric treatment was given, each stance 
lasting for twenty minutes. The noises steadily 
decreased, and after twelve applications almost 
completely disappeared. The constant current from 
eight cells was employed. 
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DEAFNESS DUE TO SCLEROSIS OF 

MIDDLE EAR 

Deafness from this cause may be removed by 
electrical treatment. 

A short time ago we had under treatment a Icid of 
sixteen years of age who suffered from almost com- 
plete deafness in one ear, resulting from scarlet fever. 
There was no perforation of the tympanic membrane. 
After several applications of the interrupted current 
to the affected ear, he was able to hear a watch 
distinctly at several inches. 

The anode should be applied to the affected ear, 
and the kathode to any convenient part — e.g., held in 
the hand. The positive electrode is passed along the 
external canal until it impinges upon the tympanic 
membrane, where it is to be steadily maintained 
during the sitting. A very serviceable anode is a 
piece of insulated electric - bell wire, the point of 
which is protected by a minute portion of sponge 
firmly attached by fine thread, the sponge being 
moistened with plain warm water or salt solution. 
The employment of insulated wire obviates the 
necessity of using a vulcanite speculum, and, being 
very light, it does not irritate the canal, while its 
presence is almost imperceptible to the patient. 



104 CLINICAL MEMORANDA 

DISLOCATIONS : METHODS OF EEDUCTION 

Th6 Shoulder — (a) By steady, moderate traction 
upon the ami in abduction. — The patient is laid upon 
his injured side between two tables, which are 
separated a few inches from each other, the dislocated 
arm hanging down through the aperture. A 10-pound 
weight — e.g,y sand-bag — is attached to the upper arm 
by a clove-hitch. In a few minutes reduction is found 
to have taken place. The method is safe, painless, 
effectual, easy, and expeditious. 

(&) Method of Dr. ThelwaU Thomas. — The patient is 
seated on a chair, while an assistant on the side 
opposite to the injured shoulder (in this case the 
right) passes his left arm in front of the patient's 
chest, and firmly grasps the end of the clavicle and 
acromion. He now crosses his right arm behind the 
patient's back, and hooks his fingers round the axillary 
edge of the scapula. This proceeding is to steady the 
scapula and prevent the patient being dragged off the 
chair during the manipulation. The surgeon takes 
hold of the dislocated arm by the wrist with the right 
hand, bending the elbow to a right angle, and taking 
hold of the lower end of the humerus, from behind, 
with the palm of his left hand, his fingers being 
placed against the inside of the forearm, at the bend 
of the elbow, to prevent them slipping. He now 
gently and slowly draws the humerus outwards until 
it is horizontal. Outward traction is begun as soon 
as the upper arm is raised halfway, and is steadily 



FOR GENERAL PRACTITIONERS 105 

continued, the humerus being at the same time 
rotated backwards. The arm is thus drawn out from 
the side, the hand and forearm are kept vertically in 
the air, the upper arm being horizontal, while the 
elbow is held at a right angle during the whole 
manoeuvre. The operator may bring more force into 
play by leaning backwards, and thus away from the 
patient, so bringing his own weight to assist the 
traction, while at the same time he slowly moves 
the humerus up and down, or from side to side, in 
order to overcome the muscular contraction. If by 
this time the bone is not yet found in the glenoid 
cavity, the humerus should be rotated backwards 
until the head is felt to become fixed. If the humerus 
is now rotated forwards, the bone will slip into 
position. 

This method of reducing shoulder dislocations is 
applicable to the subcoracoid, subglenoid, and sub- 
clavicular varieties, and has therefore a wider range 
of usefulness than Eocher^s method. 

The Hip: Dorsal Dislocation. — (a) The patient 
lies face downwards upon a table in such a way that 
his thighs extend beyond the edge. The uninjured 
thigh is held horizontally by an assistant, to prevent 
tilting of the pelvis, and the injured one is allowed to 
hang down, vertically, while the surgeon, seizing the 
ankle, holds the leg horizontal in a position of flexion 
at right angles to the thigh, and gently moves it from 
side to side. 

To assist relaxation of the muscles, a sand-bag 5 to 
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10 pounds in weight is attached to the leg close behind 
the knee, or pressure downwards there upon the leg 
is made by the hand. Reduction may be also assisted 
by pulling in a line midway between right-angled 
flexion and full extension. This simple method, 
which does not require an ansesthetic, will often be 
found to succeed. 

{b) A most excellent method of reducing dislocation 
of the hip is Sturrock's, which will be found to be 
successful when all other plans have failed. The 
procedure is as follows : The patient, being laid upon 
his back on the floor, is brought under the influence 
of an anaesthetic. When the left hip is dislocated, 
the surgeon kneels upon his left knee, and on the left 
side of the patient. The thigh is then flexed to a 
right angle, the leg being also flexed to the same 
extent, and laid with the most prominent part of the 
calf on the right knee of the surgeon. The ankle is 
then firmly grasped with the left hand, and the 
condyles of the femur with the right. The thigh is 
then abducted for thyroid dislocation, and adducted 
for pubic and dorsal, and rotated in for all, by draw- 
ing the foot away from the middle line and keeping 
the knee steady. Traction is now made by steadily 
depressing the ankle, the surgeon using his knee as a 
fulcrum. The patient's leg makes a most powerful 
lever, the pelvis being easily raised from the ground 
if necessary, the weight of the body acting as the 
counter-traction. Finally the thigh is rotated out, 
by bringing the foot towards the middle line of the 
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patient's body, and while this is being done the head 
of the femur slips into the acetabulum. 



DISEASE OF THE ETHMOID CELLS 

The diseases most frequently affecting the ethmoid 
cells are inflammatory, infective, or neoplastic, while 
their sequelae may be of the gravest and most varied 
character. Thus, basal meningitis may follow chronic 
suppuration in this region ; or a local lesion of ter- 
tiary syphilis in the same situation may spread to 
the meninges and cerebral cortex, causing in conse- 
quence great mental aberration. 

In dealing with obstinate cases of supra-orbital 
neuralgia, the possibility of suppuration in the 
ethmoid cells should always be kept in mind. The 
starting-point of malignant nasal growths is iavariably 
in this region. Another direction in which such a 
malignant growth may extend is that of the antrum, 
when all the symptoms of cancer of the upper jaw 
will appear. Operation consisting of resection of the 
upper jaw in such a case would, therefore, be futile, 
on account of part of the tumour being left behind in 
the ethmoid cells. The amount of neoplastic growth 
involving the upper jaw, nose, or orbit, cannot, there- 
fore, be accurately ascertained without a thorough 
exploration of the ethmoidal cells. Also, in all cases 
of meningitis, suppuration in this region must be 
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excluded before the disease can be intelligently 
treated. 

The treatment of all such cases is, of course, 
wholly surgical. 



FEACTUEES 

Useful Method of reducing Colles's Fracture in 
Refractory Cases. — The lower third of the forearm 
is grasped with the surgeon's right hand, the fingers 
being placed upon the palmar aspect, and the thumb 
resting upon the dorsal surface of the lower fragment. 
The surgeon now seizes the hand with his left hand, 
the fingers being upon the dorsum, while the thumb 
rests upon the palmar surface of the upper fragment. 
The right thumb presses directly upon the lower 
fragment, with counter-pressure of the fingers upon 
the upper fragment ; with the thumb of the left hand 
direct pressure is made upon the upper fragment, while 
counter-pressure is made upon the hand and wrist with 
the fingers. By this manipulation the most refractory 
case will be found reducible. 

Oblique Fracture of the Lower Extremity of the 
Femur. — The treatment of this injury differs accord- 
ing as the lower end of the upper fragment presents 
anteriorly or posteriorly. Should it present anteriorly, 
the upper end of the lower fragment being posterior, 
the position of complete extension of the leg will best 
reduce it and keep it in position. If, however, the 
lower end of the upper fragment be posterior, and 
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the upper end of the lower be anterior, slight flexion 
of the leg upon the thigh on a very low, double- 
inclined plane will usually correct the displacement. 

Fractures at the Margins of Joints. — ^Marginal 
fractures complicating dislocations are not at all 
infrequent. They are often difficult to diagnose, 
because the more obtrusive signs of dislocation mask 
the slighter evidences of a fractured rim ; hence the 
practitioner is apt to overlook the complication, and 
afterwards finds it impossible to understand why all 
his efforts to keep the head of the bone in position 
are fruitless. 

This subject is therefore by no means an unim- 
portant one, although much neglected by the writers 
of textbooks. 

The Rim of the Acetabulum. — The part of the 
margm generally broken is the upper and posterior 
X)ne, being high and sharp, and not so thick as the 
anterior border. The head of the femur is therefore 
dislocated upwards and backwards, through the aper- 
ture resulting from the fracture. The accident gen- 
erally arises by the patient being thrown forwards, 
with his bent knee fixed firmly on the ground, and 
the body bent forward at a right angle with the 
femur, while a heavy weight is applied to the 
posterior part of the pelvis, driving the acetabulum 
down upon the head of the femur. 

Although the bone is generally replaced and 
retained in position without much difficulty, the 
presence of this complication will of course neces- 
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sitate a much longer confinement to bed than if the 
case were one of simple dislocation. 

The Ankle-Joint. — The part oftenest broken away 
here is the posterior lip of the articular surface of the 
tibia. If only a narrow strip of bone is removed, 
the tendency to redislocation is small; but if the 
whole lip is broken away, the lower end of the tibia 
will be converted into an inclined plane, and will 
therefore have an irresistible tendency to slide 
forwards down the smooth surface of the astragalus 
to the dorsum of the foot. 

Treatment — The foot should be kept flexed at an 
acute angle. The anterior part of the astragalus 
forms a concave platform in front of the articular 
eminence, so that, by binding the foot upwards 
towards the front of the tibia, this shelf is flexed up 
against the anterior lip of the joint, thus making a 
solid barrier which prevents the tibia from sliding 
forwards. 

The Shoulder-Joint. — ^Here the lower half of the 
rim is the part usually damaged. The humerus is 
replaced with ease, but it is equally easily re- 
dislocated. 

Treatment. — Reduce the dislocation. Then bandage 
or strap the elbow so as to lift the humerus upwards, 
putting on a long shoulder-cap splint, bandaging the 
humerus out against it, and filling the axilla with a 
large pad. 

The Elbow-Joint. — When the anterior border of 
the coronoid process of the ulna is broken away, the 
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ulna slips backwards, and presents the appearance of 
a backward dislocation of that bone. The nature of 
the accident is diagnosed by the unusual ease with 
which the bone slips into and out of place. Reduction 
with acute flexion is all that is required. 

The Wrist- Joint. — The anterior or posterior border 
of the lower end of the radius may be chipped off. 
The appearance is that of a Colles's fracture, and the 
treatment is the same. 



AUSCULTATORY PERCUSSION IN THE 
DIAGNOSIS OF FRACTURES 

In employing this method, the stethoscope, which 
should be a single, wooden one, is placed upon one 
side of a suspected fracture, while the bone is gently 
percussed on the other. 

If there is a fracture, the vibratory thrill which 
should reach the ear is lost. If, therefore, the bone 
retains its normal conductivity, there can be no frac- 
ture between the stethoscope and the spot percussed. 

The position of a fracture can therefore be exactly 
located by approaching the stethoscope towards the 
part percussed. This method is specially useful in 
fractures of the ribs, and also in those of the clavicle, 
where the breakage has occurred in that bone between 
the conoid and trapezoid ligaments. In fractures of 
the forearm affecting the lower end of the radius or 
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the styloid process of the ulna, the stethoscope should 
be placed m the first case on the thenar end, and in 
the second upon the hypothenar eminence, while the 
hand is forcibly extended. A slight fissure in the 
vault of the skull causes the sound to be muffled, 
compared with that found on the opposite side. 



PEEFOEATION OP GASTEIC ULCEE 

In considering the symptoms by means of which 
we may be able to arrive at a correct diagnosis of this 
condition, the first inquiry made should be concerning 
the previous history. In practically all such cases, 
the occurrence of long-standing dyspepsia will be 
found to have been in exil^tence in the form of dis- 
comfort and pain after eating, vomiting, or pyrosis. 

In a considerable proportion of instances hsema- 
temesis will have shown itself. This symptom is 
especially valuable if noticed shortly before per- 
foration. 

The onset of actual perforation is often after the 
ingestion of a meal. The nature of the meal, and the 
interval of time elapsing between it and the moment 
of perforation, will have a material influence upon the 
prognosis. Thus, if the accident follows shortly after 
a heavy meal, the peritoneum will be more powerfully 
irritated than it would be by the escape of the material 
of a small meal partaken of some considerable time 
before. 
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Another element which has an important influence 
on the gravity of the condition is the position of the 
patient at the moment of rupture. In the horizontal 
position the extravasated material will remain local- 
ised in the neighbourhood of the gastric aperture ; on 
the other hand, if it occurs in the upright posture, 
it will tend to be dispersed throughout the whole 
peritoneal cavity. 

The actual attack is marked by the sudden onset 
of severe pain in the epigastrium. This is at first 
localised, and the patient can exactly demonstrate its 
situation; but very soon it begins to spread, and 
gradually extends over the abdomen. The pain is 
accompanied by f aintness, resulting from shock ; the 
face is pale and the expression is anxious ; while the 
skin is cold and clammy, the respiration shallow and 
thoracic, the pulse rapid and weak.* Several cases, 
however, have been recorded in which the pulse has 
been as slow as 72. 

Other concomitant symptoms are giddiness, noises 
in the ears, and vomiting, which latter is due to 
shock. The last-named is, as a rule, not repeated, 
because the single act of vomiting restores the cerebral 
circulation. 

On physical examination, rigidity, and tenderness 
on palpation, are found over the region of the stomach, 

♦ ** Sudden and severe abdominal pain, with a tender abdo- 
men and a rapid pulse, require early abdominal exploration, 
and the need for operation is instant when the pulse-rate 
increases from half -hour to half -hour." — D'Arcy Power. 

8 
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the whole abdomen showing the same signs before 
long. The respiration is entirely thoracic. 

Treatment. — Until laparotomy can be performed, 
which should be done at the earliest possible moment, 
the patient should be kept strictly recumbent and in 
the supine position. 

A hypodermic injection of morphine and strychnine 
should be administered, the former to prevent the 
patient rolling from side to side on account of the 
agonising pain, and the latter to stimulate the heart 
depressed by shock. The supine position favours 
the localisation of the contents of the stomach, 
which have escaped, in the neighbourhood of the 
lesion. 

Nothing whatever should be given by the mouth. 
If the state of collapse is great, enemata containing 
brandy should be given. 



THE DIAGNOSIS, PROGNOSIS, AND TREAT- 
MENT, OP HEAD INJURIES 

In surgical textbooks tables of diagnostic symptoms 
are given, by which it is to be inferred that a distinct 
line of demarcation can be drawn between concussion 
and compression of the brain. In clinical experience, 
however, these two conditions are often found to be 
quite indistinguishable from each other, as they fre- 
quently overlap. In both, the most prominent 
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symptom is unconsciousness, which in concussion is 
the result of the universal shaking the brain has 
undergone; while in the more serious condition, 
compression, cerebral anaemia is the cause. 

In compression, the cerebral fluid, being most easily 
disposed of, is the first to be displaced. As the intra- 
cranial pressure increases, more and more of this fluid 
is ejected, until none is left within the skull. As the 
tension proceeds still farther, the circulation is inter- 
fered with, so that the brain becomes more and more 
anaemic. The ultimate result of this is, therefore, 
that all brain functions are abolished. 

The most frequent cause of compression is haemor- 
rhage from a branch of the middle meningeal artery, 
which lies in close contact with the anterior inferior 
angle of the parietal bone. Thus, the unconsciousness 
of concussion may steadily pass into the profoundest 
coma, where there are total lack of response of the 
pupils to light, stertorous breathing, and paralysis of 
the sphincters and of the whole muscular system, 
while the pulse and respiration become progressively 
slower, and finally cease. 

Thus it may occur that there is no break in the 
unconsciousness, which exists from the moment of 
the catastrophe, and so the exact rationale of the 
coma cannot be understood, as the symptoms of 
concussion merge imperceptibly into those of com- 
pression. Cases, however, are frequently met with 
where there is a break in this comatose state, and a 
lucid interval appears, which is presently followed 

8—2 
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by a return of the coma. This occurrence, which is 
of supreme value in diagnosing the real condition 
within the cranium, is due to the fact that with the 
return of consciousness the force of the cardiac beat 
is restored, and the bleeding, which has been arrested, 
begins anew. Thus, in cases of supposed simple 
concussion, the continuance of unconsciousness, which 
should with a reasonable amount of time pass off, 
ought to arouse suspicion as to the presence of some 
new development. 

For the occurrence of rupture of the branch of the 
middle meningeal artery, previously referred to, it is 
not necessary for the injury to be immediately over 
the vessel, as a blow received at some distance from 
it — e.g.f in the temporal region — will be sufficient to 
cause it. 

Another symptom of almost equal importance is 
the state of the pupils. If, upon the same side as 
the injury, the pupil is found to be dilated and irre- 
sponsive to light, there is strong evidence in favour 
of compression of the third nerve by blood-clot, which 
has extended to the base of the skull. In such an 
instance there will be present paralysis of the limbs 
on the opposite side of the body to that on which the 
pupil is dilated. This paralysis of the limbs is, how- 
ever, difficult to ascertain, on account of the deeply 
comatose condition of the patient, and it may be 
possible to do so only in the early stage of the coma. 
It occasionally occurs that all these signs may be 
entirely absent, even in the presence of considerable 
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compression of the brain, so that the condition can 
only be suspected. 

The inequality of the pupils may also be found in 
fracture of the base of the skull, occurring without 
meningeal haemorrhage. Other important suggestive 
features of rupture of the middle meningeal artery 
are the following : 

(a) The appearance of a temporal haematoma. 

(b) Profuse and continuous haemorrhage from the 
ear. 

(c) Twitching of the facial muscles, and twitching 
or spasm of the muscles of the arms and legs on the 
opposite side. 

Though a very free haemorrhage from the ear is 
forcibly indicative of an extradural haemorrhage 
from the middle meningeal artery, it may in rare 
cases result from injury to one of the venous sinuses. 
The escape of a large amount of watery fluid from 
the ear may occur in the absence of fracture, and is 
derived from the membranous labyrinth, or from the 
membranes of the ear or nose, as the result of great 
vasomotor dilatation of the vessels. If this discharge 
begins within twenty-four hours of the accident, or if 
it is colourless and profuse, or if it continues for 
several days, it is almost certain to be cerebro-spinal 
fluid. 

Intra-orbital ecchymosis is symptomatic of fracture 
of the base of the skull involving the anterior fossa. 
Fracture of the middle fossa may be followed by 
haemorrhage and watery discharge from the ears. 
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Where the posterior fossa is implicated, blood may 
appear below the mucous membrane of the pharynx. 
Fracture of the anterior fossa is generally followed by 
meningitis in cases where the fluid escapes into the 
nose, as little can be done to prevent septic invasion. 
Marked proptosis appearing soon after the receipt of 
injury is indicative of a severe fracture in the region 
of the sphenoidal fissure and cavernous sinus, while 
if moderate in amount a fracture of the orbital plates 
has occurred. 

Meningitis in basal fractures is most likely to 
develop at the end of the sixth or seventh day. After 
the ninth day there is little likelihood of such a com- 
plication supervening. 

When a large hsematoma of the scalp is present, 
it is difficult to make sure of the presence of a depres- 
sion in the skull, as then there will be found a small 
fluctuating part with a distinct hard margin. This 
latter is apt to be mistaken for a margin of bone, the 
central part being depressed bone ; whereas, in reality, 
it is perfectly normal skull with an area of softening 
in the middle of a bruise of the scalp. 

Prognosis. — The most valuable index to the prog- 
nosis of head injuries is to be found in the temperature. 
Nearly all severe cases show change in the tempera- 
ture, owing to disturbance of the heat-regulating 
centre. The temperature slowly rises as the cardiac 
and respiratory centres fail. An unfavourable prog- 
nosis is indicated by a temperature which is at first 
subnormal, but later undergoes a steadily advancing 
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rise. A temperature ascending above 101° F. points 
to an unfavourable termination, while one which 
remains subnormal from the beginning is of very 
bad omen. If, however, it rises to normal and 
remains so, the outlook is hopeful. In convalescence 
the temperature may often remain subnormal, and 
the pulse slow, for some considerable time. 

Treatment. — In basal fracture where there is an 
aural discharge, the ear should not be syringed, in 
case of septic material being driven up into the sub- 
arachnoid space. The meatus, however, should be 
swabbed out with some strong antiseptic, and iodoform 
powder insufflated. 

In treating head injuries, the most useful drugs are 
opium* and calomel. The former induces restfulness 
while it diminishes the cell changes which occur in 
inflammatory states; while the calomel is of use 
chiefly because of its " anticipatory antiseptic eflfects," 
a virtue which this admirable drug possesses in all 
cases of serous inflammation. 

'*' Macdougall reminds us of the excellent results to be antici- 
pated from the free use of morphine : " If opium, by its action 
upon the nervous system, quiets the brain cells and lessens the 
functional activity of the nervous fibres which connect them 
with one another ; if it lessens pain and removes the effects of 
peripheral stimuli ; if it contracts the cerebral arterioles, and, 
through the cervical ganglia, renders the heart's action slower, 
and vascular pressure less pronounced, then its effect upon a 
brain that is traumatically damaged, and that demands quiet for 
its repair, can only be beneficial." — Progressive Medicine, 
vol. i., March, 1905. 
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ARTIFICIAL RESPIRATION IN BRAIN 

INJURIES 

Patients suflfering from cerebral haemorrhage or 
tumours, depressed fractures, sudden and violent con- 
cussion, especially when sustained in the occipital 
region, die from respiratory, not from cardiac, failure. 

Artificial respiration should therefore be resorted to 
in all cases where, after a blow upon the head, the 
breathing threatens to cease. 



BIER'S METHOD OF TREATMENT BY 
INDUCED HYPEREMIA 

This is a method of treating disease, both surgical 
and medical, by artificial hypersemia, which was intro- 
duced by Professor Bier of Berlin, who has written a 
monograph on the subject, entitled "Hyperaemie als 
Heilmittel/' 

This artificial hyperemia is either active or passive. 

The active form consists in the application of dry 
heat in special apparatus called " Bier's chambers." 
These are of various sizes and shapes, adapted to the 
parts of the body to which treatment is to be applied. 
They are formed of cotton-wood, lined internally with 
silicate, and covered with cloth. In these boxes there 
are openings for the reception of the affected parts. 
Heat is supplied by a large spirit-lamp or gas-flame, 
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and conducted to the interior of the chamber by 
sheet-iron tubing. A thermometer passed through 
the top of the chamber indicates the temperature of 
the interior. 

The affected part is exposed to a temperature of 
200° F., or higher, for an hour at a time, once a day, 
and for as long a period as is found necessary. 

The diseases in which active hypersemia has been 
found most beneficial are rheumatism, rheumatoid 
arthritis, sciatica, etc. 

We procured two of these chambers from Germany, 
and had another made from them as models by an 
intelligent local cabinet-maker, and used them in cases 
of rheumatism with markedly satisfactory results. 

Passive hyperaemia had been previously employed 
for the treatment of fractures of bones of the limbs 
which refused to unite, but. Professor Bier was the 
first to employ it in inflammatory conditions. 

The following is the method of its production : 

An ordinary Martin's rubber bandage, 2 or 2J inches 
in breadth, is used, which by a few turns encircles 
the limb at some distance above the site of inflamma- 
tion sufficiently tightly to produce obstruction of the 
venous circulation, but not to cause the pulse to stop. 

If the site of inflammation is in the hand or arm, 
the bandage is placed around the upper part of the 
upper arm ; or if in the foot or leg, it is placed above 
the knee. 

The area covered by the bandage should be at least 
4 inches in width. If properly adjusted, the part 
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below the bandage should swell, and become of a dark, 
congested, bluish colour, having in it a tinge of red. 
If any pallor, coldness, or increase of pain, result, 
the bandage must be loosened at once. 

The most difiBcult part of the application is to 
gauge the proper degree of constriction, and several 
attempts may have to be made before this is attained. 

After the bandage has been applied, it is advisable 
to keep the patient under observation for an hour, to 
see that a proper adjustment has been made. 

The bandage should be kept on for several hours — 
eight or nine in an adult, while three will be found 
suflScient in children. In old and very thin people a 
layer of cotton- wool, or other material suitable for 
padding, should be placed between the bandage and 
the skin. The bandage may be reapplied after an 
interval of three hours, but this should not be done 
at the same situation as on the former occasion, but 
beside it. 

For the shoulder-joint a special apparatus is re- 
quired. This consists of a piece of thick rubber tubing, 
which is applied from the axilla around to the top of 
the shoulder, one end of which is placed -there below 
a piece of cloth, folded like a neck-cloth and adjusted 
loosely round the neck; the other end, placed above 
the neck-cloth, is fastened to its fellow with a pair of 
artery forceps. The rubber tubing is pulled so firmly 
that a marked venous stasis develops in the arm. 
The axilla should be padded by felt or cotton-wool to 
prevent undue pressure from the tubing. 



FOR GENERAL PRACTITIONERS 123 

To render the entire shoulder-joint hyperaemic, two 
strings are attached to the tuhing, one in front, the 
other behind, pulled tight, and tied in the opposite 
axilla. These strings are necessary, because in their 
absence the rubber tubing would not include enough 
of the joint. 

By this passive hypersemia, all kinds of septic 
conditions are benefited — whitlows, cellulitis, palmar 
abscess, gnorrhoeal rheumatism, etc., also tubercular 
arthritis. If pus be diagnosed as present, it should 
be evacuated and the bandage applied. Convalescence 
will be very materially hastened thereby. This form 
of treatment, is also well adapted for inflammatory 
processes of the ear and eye, the bandage being 
in these cases applied around the neck. There is 
little danger of a bandage in this situation being too 
tightly drawn, since any excess of tension becomes 
unendurable. 

Stasis hyperaemia is also applicable to penile, scrotal, 
and testicular affections, for which an ordinary garter 
elastic band is suitable. 

Another phase of passive hypersemia is its nutritive 
effect, which provides us with a valuable method of 
treating a class of cases — viz., that of callous ulcers — 
which, because of their occasional ineffectual treat- 
ment, bring no small amount of discredit upon the 
surgeon. 

The following cases are examples of what may be 
obtained by this method of treatment, which in such 
instances has given better results in our expedience 
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than any other. Here the hyperaemia is produced in 
a different manner from that resulting from elastic 
pressure — viz., by the use of means which cause a 
partial vacuum, effected by what are known as 
" Klapp*s suction-glasses," so named after Dr. Klapp, 
Professor Bier's assistant. 

A. B., aged twenty-six years, had an ulcer on the 
outer aspect of the left thigh, the dimensions of 
which were : Length, 4 cm. ; breadth, 3 cm. ; depth, 
0*8 cm. He had been under treatment for four weeks 
without any sign of healing. A Klapp's suction-glass, 
5 cm. in diameter, was ordered to be applied three 
times daily, each seance lasting an hour. 

During each sitting the glass was kept in position 
for five minutes, and then removed for three minutes, 
reapplied for five minutes more, and again removed 
for another interval of three minutes. This alternate 
procedure was continued during the hour. A fortnight 
later the cavity of the ulcer was filled with healthy 
granulations, the surface being level with the skin. 
The treatment was continued, the ulcer being dressed 
with red lotion. Healing proceeded uninterruptedly, 
and was complete in eight weeks from the commence- 
ment of the treatment. 

T. N., aged seventy-three years, suffered from an 
ulcer on the plantar surface of the right great toe. 
Length, 1'75 cm. ; breadth, 1-25 cm. ; depth, 0*3 cm. 
He had been treated in bed for five weeks, but no 
signs of healing were visible. A suction-glass, 2 cm. 
in diameter, was applied for an hour twice daily, in a 
similar manner to the previous case. Within a week 
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healing had commenced, and continued without inter- 
mission, the ulcer being completely healed with a very 
firm cicatrix in eleven weeks. 

In the treatment of an ulcer of this size, a suction- 
pump connected with the glass by a rubber tube 
should be used, as the rubber cap usually attached to 
a glass of the above-mentioned size is quite insufficient 
to produce the requisite vacuum. A not unimportant 
feature in this form of treatment of ulcers is its 
painlessness. 

We have also found these suction - glasses very 
useful in the treatment of boils, carbuncles, inflam- 
mation of the mamma, and other septic conditions. 
In boils and carbuncles the vacuum-glass should be 
applied to the diseased tissues so slightly as simply 
to adhere. After remaining in situ for about five 
minutes, the glass should be removed for three minutes 
and then reapplied. Each daily s6ance should last 
for an hour. The mamma is to be treated in the 
same manner and for the same length of time at a 
sitting. Immediate relief follows the application, the 
throbbing at once disappearing. If taken at the 
outset of the mastitis, suppuration is entirely pre- 
vented. If an abscess has already formed, and has 
been incised, the suction treatment will very greatly 
accelerate recovery. 

Besides being invaluable in septic cases, we have 
found this treatment to produce strikingly beneficial 
results in lumbago and other myalgic conditions. 
After the suction-glass has been applied ten or fifteen 
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minutes (for in such cases the application is kept up 
for a much longer time than in septic cases), the pain 
will be found to have almost or entirely vanished. 
For lumbago, unless one has a large diameter glass, 
the glass will have to be applied to several areas of 
the back successively. When placed on the nape of 
the neck, in cases of headache occurring in influenza 
and other conditions with congestive headache, the 
glass gives no less marked relief. Although after a 
time the pain may return, it is generally found to be 
greatly diminished, and one can always reapply the 
remedy. 



LYMPHANGITIS 

In glandular inflammation the glands themselves 
are very rarely the primary seat of the malady, and 
therefore, whenever such enlargement is found, the 
primary cause must be sought for elsewhere in the 
vicinity. For example, in the case of swelling of 
the submaxillary glands, the condition of the nose, 
ears, eyes, mouth, throat, and larynx, must be care- 
fully investigated, and in 90 per cent, of all such 
cases the primary cause will be found in one of these 
situations, and not in the glands themselves. 

For successful treatment, it is the exciting cause — 
e.g., a discharging ear in the case of enlarged sub- 
maxillary glands, or a small suppurating wound in 
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the hand which has caused axillary adenitis — to 
which attention mast be directed, and not to the 
lymphatic glands involved. 



ACUTE OSTEOMYELITIS 

This affection is very apt to be mistaken for acute 
rheumatism ; in fact, there are few errors in diagnosis 
which are more liable to be made. It also may be 
mistaken for erysipelas. 

Rheumatism and osteomyelitis have many points 
in common — e.g., rigors, sweating, high temperature, 
and swollen joints. 

Acute rheumatism, however, affects several joints, 
whereas, if more than one joint is affected in osteo- 
myelitis, they are the joints at both ends of the 
painful bone. The seat of the pain also differs, being 
much more marked over the shaft of the bone than 
over the joints. This is best elicited by gently pinch- 
ing the former between the finger and thumb, when 
it will be discovered that the seat of pain is in the 
bone, and not in, though very near, the joint. 

The disease is very common in childhood. If, 
therefore, we have a child acutely ill, with a history 
of rigors, high temperature, and swelling of one joint 
(or if two joints are involved which are at the ends of 
the same bone), it is almost certain that the disease is 
osteomyelitis, and not rheumatism. 

When osteomyelitis has been diagnosed, operation 
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should be proceeded with at once, as exudation occurs 
with great rapidity beneath the periosteum, which it 
strips off, thus causing necrosis. 

From erysipelas it is diagnosed by gently pressing 
the diaphysis — e.g., the tibia or other long bone — 
between the finger and thumb, when the swelling and 
tenderness are at once found to be in the bone, and 
not in the skin. 



PALMAB ABSCESS 

In cases of suppuration in the palm of the hand, 
among the earliest indications there will be found 
glossiness and pallor of the dorsum with oedema. 
The pallor is due to tension in the tissues, which 
keeps the capillaries empty. A similar appearance 
is found in acute osteomyelitis of the thigh, where 
an examination of the affected limb at an early stage 
will show it to be swollen, glossy, and extremely pale, 
while it pits on pressure. The redness of the skin 
which is observed later is due to the pus haying 
penetrated the periosteum and forced its way so as 
to lie immediately beneath the integuments. 

In such cases as these we must, therefore, not be 
deceived by the glossiness and pallor of the skin, 
which indicate the presence of deep-seated suppura- 
tion. We must also remember that, though the 
dorsum of the hand may be swollen, the pus will 
most probably be located in the palm. 
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The palm of the hand is one of the sitaations 
where an early opening is imperative. The incision 
should be made in the middle of the lower third of 
the palm, and in the axial line of the fingers, or at 
the sides of the palm. 

A felon in the thumb or little finger is more serious 
than in the other fingers, as the inflammation, if 
unchecked, is more apt to spread up the forearm 
and arm. 

Moist dressings should always be applied to sup- 
purating wounds, so that the incisions may not be 
clogged with crusts, while the circulation of the parts 
will be stimulated. All wx)unds which have been in 
contact with septic material should be dressed in the 
same way, for if dry dressings are applied cellulitis is 
liable to supervene. 



PARAPHIMOSIS 



Paraphimosis may be reduced easily and rapidly 
by wrapping the end of the penis, including the 
strangulated band, with a layer of absorbent cotton- 
wool soaked in a mixture of equal parts of adrenalin 
chloride and a 10 per cent, solution of cocaine hydro- 
chlorate. This compress should be kept on for a 
quarter of an hour by a bandage with a moderate 
amount of compression, so that the glans and oede- 
matous prepuce may be thoroughly acted on by the 
solution. On removal of the compress, the oedema 

9 



130 CLINICAL MEMORANDA 

will be found to have almost completely disappeared, 
and little traction will be found necessary to restore the 
prepuce to its normal situation. 



PHIMOSIS 



Phimosis is very common in young children, and 
the fashionable treatment is circumcision. This 
operation is too well known to require description, 
and only one point need be alluded to here, which, 
however, is a very important one — viz., that the 
greatest care should be exercised in deciding upon 
the amount of preputial skin to be removed. The 
skin of the penis is so extremely movable that too 
much may easily be sacrificed, and there is a case on 
record where so much was inadvertently taken away 
that not only was the whole of the penis denuded, 
but a circular patch was also removed from the 
abdominal wall surrounding the root of that organ, 
with disastrous results. 

An excellent and most efiScient precaution to adopt 
is to attach an artery forceps on each side of the 
meatus, at the point of junction of the preputial skin 
with the mucous membrane, traction being made on 
the forcipes prior to the attachment of the clamp. 
The amount of skin removed will thus exactly corre- 
spond to the amount of mucous membrane necessary 
to be excised. 



X 
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At the same time, in our opinion, the mutilation 
caused by circumcision is quite unnecessary for the 
cure of the most severe condition of phimosis. 

There is an alternative procedure which completely 
removes the abnormality, and yet preserves the pre- 
puce in its entirety. This consists in making two 
opposite lateral incisions of J to J inch through the 
skin and mucous membrane, from the meatus out- 
wards, with a pair of sharp-pointed scissors, ligatures 
of catgut being afterwards inserted at the angles of 
the incisions, and at each corner of the incised edge 
of the prepuce — i.e., three on each side. 

We have found this operation most successful and 
satisfactory, as well as exceedingly easy of perform- 
ance. 



PHLEBITIS AND THBOMBOSIS 

The treatment of phlebitis and thrombosis of the 
veins of the lower extremities by the "masterly 
inactivity" of rest in bed and local applications is 
not only intensely irksome to the patient, but is 
fraught with the danger of sudden death from pul- 
monary embolism. 

All danger is averted by, and a speedy recovery 
follows, the surgical treatment by excision of the 
affected veins at the earliest opportunity. Moderate 
inflammation is no bar to operation. 



9—2 
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GERSUNrS METHOD OP PEOSTHESIS BY 
THE SUBCUTANEOUS INJECTION OP 

PABAPPIN 

Gersuny's method of prosthesis consists of the 
injection beneath the skin, mucous membranes, or 
into a natural cavity, of paraffin, known also by the 
name of "commercial white vaseline," the melting- 
point of which is higher than the normal temperature 
of the body. 

The paraffin used by Gersuny melts at a tempera- 
ture which lies between 104° and 108° P. Before it 
is injected into the tissues, it must first be liquefied 
by heat. After injection it rapidly becomes a solid 
body. The paraffin must be sterilised before intro- 
duction into the tissues, and this can be effected 
either by boiling it, or by exposing it in a bacterio- 
logical heating chamber at a temperature of 390° P. 
When sterilised, it should be put into small wide- 
mouthed bottles, where it will set. 

Before injection, the bottle must be put into hot 
water, and when the paraffin becomes liquefied it is 
drawn up into a Pravaz syringe previously heated. 
The needle should then be attached, and after the 
paraffin is sufficiently cool it is found to emerge from 
the needle like a thread, and can now be injected. 
When the injection is completed, a spray of ethyl 
chloride should be directed upon the skin covering 
the paraffin, so as to solidify it properly and rapidly. 
The rest of the operation consists in moulding the 
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part in conformity with the result desired. No dress- 
ing is necessary except that the point of entrance of 
the needle should be covered with a little collodion. 

Pain may be prevented by a preliminary injection 
of a solution of )9-eucaine, or other similar loca 
anaesthetic. 

A small amount of oedema may appear subsequently 
to the operation, but this does not last more than 
twenty-four hours at most. 

One of Oersuny's cases was the replacing of absent 
testicles. Twelve c.c. were injected, at several sittings, 
into the right side of the scrotum, and 10 c.c. into the 
left. These were well tolerated. 

In the case of a woman whose urethra had been 
completely destroyed by ulceration, which had also 
invaded the neck of the bladder, a series of injections 
was made by Gersuny, the paraffin being injected 
into the prolapsed flaps of mucous membrane, which 
were then returned into the bladder, where they 
formed a kind of valve. A small amount of paraffin 
was then injected round the opening in the bladder 
to keep them in position. The result was all that 
could be desired. 

A similar degree of success was attained in a case 
of complete incontinence of faeces, owing to the 
sphincter having lost its power as the result of an 
operation for fistula. Here Gersuny injected, at 
several sittings, 80 c.c. of paraffin below the skin 
surrounding the sphincter, 8 to 10 c.c. being used at 
an injection. 
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A large hernia into the scrotum was radically cared 
by the same means. In this case, at a single sitting, 
2 c.c. were injected against the pubes, and 28 c.c. 
around the external inguinal ring, between the 
anterior and posterior walls of the canal. During 
the injection the forefinger of the left hand, by 
invaginating the skin of the scrotum, was inserted 
into the canal to serve as a guide. Immediately 
after the operation it was found that the orifice, 
which before could easily admit four fingers, could 
now admit barely the point of one. The result was 
permanently successful. 

Equally satisfactory .results have been obtained 
from injections for facial disfigurements, such as 
depressed scars, nasal deformities, resection of the 
upper maxilla, etc. 

In a case where a fistula existed between the nose 
and mouth, one injection of 8 c.c. of paraffin into the 
walls of the orifice caused its entire obliteration. 

In another case, where, after operation for cleft 
palate, a marked defect in pronunciation remained, 
Gersuny removed this by a series of injections of 
paraffin beneath the uvula, and also below the mucous 
membrane of the pharynx, which enabled the soft 
palate and pharynx to approximate so nearly that 
the defect in pronunciation disappeared. 
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THE IMPORTANCE OF PREVENTING SHOCK 
FOLLOWING OPERATIONS 

Furneaux Jordan, in his admirable ''Hastings 
Essay" on Shock, points out that the maximum 
amount of shock occurs in the adult whose mental 
and physical activities are at their greatest, while the 
minimum is found in the young, the weakly, and the 
old, whose nerve force is undeveloped or blunted. 

Thus, a man in the prime of life and the most 
robust health undergoes amputation of the thigh, 
necessitated by severe injury. He succumbs. Another 
man, long confined to bed and exhausted with the 
pain and discharge of a tuberculous knee, undergoes 
the same operation as the other, and survives. 

The less the nerve power, the less the shock. 
Such being the case, it is evident that we should try 
to diminish the activity of nerve force for a time 
before operations, unless urgently called for, and this 
is best attained by rest in bed for several days before- 
hand, while absence of all care and worry ought to 
be insisted upon. 



TREATMENT OF SHOCK 

As Crile pointed out, it is the vasomotor centre, 

and not the heart, which is chiefly involved in shock. 

Stimulation of this centre, exhausted by shock, is. 
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however, more harmful than beneficial. Vasomotor 
tone is best restored, not by the injection of strychnine 
and other stimulants, but by lowering the head, com- 
pressing the abdomen and extremities to prevent 
accumulation of blood in the large abdominal veins, 
and by the use of some drug — e.g., adrenalin — which 
will act, not upon the vasomotor centre, but upon the 
peripheral vessels. 



SUBDIAPHEAGMATIC ABSCESS 

Three chief varieties of this affection are found : 

(1) When the abscess envelops the anterior part of 
the liver ; 

(2) When it is found on both sides ; and 

(3) On one or other side of that organ. 

An important diagnostic sign is bulging of the 
abdominal wall. 

In the first variety this bulging is found in the 
epigastrium; in the second, at a lower level, and 
extending well below the umbilicus; in the third it 
is present only if the abscess is unusually large. 

Another important indication is widening of the 
sternal angle, which increases in proportion to the 
enlargement of the abscess. Bulging of the lower 
i:ibs is also seen. 

On palpation no thrill is felt. This is important, 
^Q it distinguishes suppuration from a hydatid tumour 
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of the liver. At the same time it is not absolutely 
conclusive, as thrill may occasionally be also absent 
in hydatids of the liver. 

The presence of thrill is best elicited by placing 
three fingers on the swelling and percussing the 
central one, when a fine tremor will be felt by the 
other two. The thrill owes its origin to the fact that 
the fluid in a hydatid tumour is of low specific gravity, 
and is held at a considerable amount of tension. No 
thrill is felt in subdiaphragmatic abscess, as the fluid 
is too thick and the tension is insufiQcient. The most 
valuable sign, however, as has been pointed out by 
Greig Smith, is a line of induration moving with the 
abdominal wall. On palpation, it may be found 
traversing tho abdomen one or two inches below the 
margin of the liver. The line of induration is caused 
by the presence of a spot below where the extension 
of the abscess downwards is limited by the great 
omentum, which becomes inflamed and puckered, 
thus forming a broad line of induration across the 
abdomen. 

The liver, being more mobile than the diaphragm, 
undergoes downward displacement by the pressure of 
the pus. When the first variety of abscess is present, 
and there is a mixture of pus and air in it, the liver 
dulness is not found if the patient lies in the supine 
position. This occurs even when the anterior margin 
can be easily palpated. 

In the case of a left -sided subdiaphragmatic 
abscess there is outward displacement of the heart's 
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apex. In some cases the whole cardiac area is found 
to be resonant, the cause probably being the existence 
of reflected waves from the neighbouring resonant 
area. 

As there are several varieties of abscesses found 
below the diaphragm, so they may arise in several 
ways. If an abscess is caused by the perforation of 
the anterior wall of the stomach, it is bounded in 
front by the abdominal wall and the diaphragm, and 
posteriorly by the gastro-hepatic omentum, above by 
the diaphragm, below by the stomach, the adhesions 
of the liver to the diaphragm forming its lateral 
boundaries. Such an abscess may be very large, 
enveloping the liver, so that its anterior margin 
projects forwards into the abscess cavity. 

If an ulcer of the posterior wall of the stomach has 
perforated, the abscess may fill the lesser cavities of 
the peritoneum. Suppuration ib such a situation 
may extend upwards behind the liver. The same 
kind of abscess may result from perforation of the 
duodenum. 

Extraperitoneal abscesses in this locality may arise 
from suppuration about the kidney, from fistula of 
the colon, or from suppuration produced by an 
inflamed appendix, which burrows its way upwards 
behind the peritoneum towards the liver, giving rise 
to a subdiaphragmatic abscess which lies completely 
outside the peritoneal cavity. A markedly suggestive 
feature of such abscesses is the presence of a con- 
siderable amount of dyspnoea. This is caused by the 
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involvement, in the inflammation, of the muscular 
tissue of the diaphragm. 

Pyopneumothorax, a complication which occasion- 
ally occurs, is due to the bursting of the abscess 
through the diaphragm into the pleural cavity. A 
combination of acute abdominal signs and chest 
symptoms should lead one to suspect the existence 
of a lesion on both sides of the diaphragm, having an 
immediate relation to it. 



TETANUS 

The following may be taken as the description of a 
case of tetanus at an early stage of the disease : 

Six or seven days before, the patient received a 
punctured wound from a piece of wood, to which a 
little soil was adhering. The wound shows, on 
examination, no redness, oedema, or anything else 
which might indicate the serious nature of the con- 
dition. The temperature is normal and the pulse 
slow, while the countenance is placid and the pupils 
natural. There is no soreness or other evidence of 
inflammatory disorder of the throat, and the patient 
is able to swallow easily. There is, however, difficulty 
in opening the mouth and in mastication ; but the 
head can be moved backwards, forwards, and laterally, 
showing that the muscular spasm is confined entirely 
to the masseters. He also complains of headache, 
backache, and shows a marked tendency to diaphor- 
esis, which last is a very suspicious sign. 
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With regard to the existence of trismus, it must not 
be forgotten that neurotic women may also exhibit 
this sign after some shock to the nervous system — 
e.g.y a surgical operation. It is, however, short-lived. 
It may also be observed in inflammation of the throat, 
or temporo-maxillary articulation. We have also seen 
several instances of it in young adults at the time of 
the eruption of the wisdom-teeth. 

Strychnine-poisoning may be mistaken for the later 
stage of tetanus. Here, however, the convulsions are 
not tonic, but clonic, and involve the muscles of the 
hands and arms, which is not the case in tetanus. 
The duration is also much shorter, the patient either 
recovering or dying in a short time after swallowing 
the poison. 

etiology of Tetanus. — This disease, though fre- 
quently found in our own country, is essentially one 
of the tropics, due to the action of an anaerobic bacillus 
which is found in the superficial soil. The negro race 
shows a strange predisposition to contract it. The 
inability of the bacillus to live when exposed to a 
plentiful supply of oxygen explains why the disease 
occurs in connection with punctured or ill-drained 
wounds. 

The period of incubation lasts from one to fourteen 
days or longer, and is a good guide to the prognosis. 
If the disease develops within a week of the injury, it 
is almost invariably fatal; but if not until after a 
fortnight, recovery may be looked for. 
Treatment. — The wound should be enlarged, curetted. 
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and drained, or the surrounding infected tissues should 
be excised. Morphine administered hypodermically, 
or chloroform, should be given to control the spasm, 
while antitetanic serum should be injected. Feeding 
should be carried out by means of the nasal feeding- 
tube, or by nutrient enemata. The patient should be 
kept in a quiet, darkened room. 

Saline infusion has been tried, with disappointing 
results, owing to the powerfully elective affinity of the 
toxin for the nervous system. 



DUODENAL ULCER 

With ulcer of the stomach we are all more or less 
familiar, for much has been written on the subject ; 
but with regard to ulcer of the duodenum textbooks 
have little to say, and that little is indefinite. 

Duodenal ulcer was long considered to occur chiefly 
in cases of severe burns or scalds, for some mysterious 
reason ; but now, thanks to the abdominal surgeon, it 
has been discovered that duodenal ulcer is very com- 
mon — that it is, in fact, even more common than 
gastric. 

Moynihan writes {British Medical Journal^ Novem- 
ber 16, 1907) : 

" In the textbooks, or special medical works on the 
subject, duodenal ulcer is considered an infrequent 
disease, and one very difficult of recognition. . . . 
The work of the surgeon has shown that duodenal 
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ulcer is a common disease. ... I have operated 
oftener for duodenal ulcer than for gastric. Many 
of the ulcers which were supposed to be pyloric, or 
in the stomach close to the pylorus, we now know to 
be in the duodenum. 

"To tell exactly whether an ulcer is gastric or 
duodenal is not always quifce easy. . . . Little by 
little the clinical picture has become complete, and 
a diagnosis of ulcer can now be made, with reasonable 
certainty from the anamnesis alone. 

" This is usually the story the patient tells : After 
food is taken, the patient is free from pain; the 
period of an hour or two which follows a meal is the 
best time in the day. At a time varying from one 
and a half to four hours after the meal, a sense of 
uneasiness is noted in the upper part of the abdomen. 
A burning, gnawing sensation develops, and there is 
a bitter taste in the mouth, with, it may be, eructa- 
tions of food or gas, bitter and acid to taste. 

"The pain, which gradually increases, may be 
relieved, often considerably, by belching or by pres- 
sure. As it increases in severity, it strikes through 
to the back to the right of the middle line, and it 
may radiate round to the right side of the chest. As 
all patients discover for themselves, the taking of 
food relieves the pain, so that many carry a biscuit 
in the pocket, or take milk, a dose of an alkaline 
medicine, or some form of food, as soon as the 
uneasiness develops. 
"In several cases upon which I have operated, the 
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pain has been more severe than this — has been, in 
fact, indistinguishable from a mild form of hepatic 
colic; the patient describes the pain which comes 
constantly after food as a * colic ' or a ' spasm.* It is 
not improbable that a spasm of the pylorus is actually 
present, for such a condition may subsequently be 
seen during the course of an operation. 

** The pain, it will be noticed, comes on at a time 
when the patient should be beginning to feel hungry 
for his next meal ; for this reason the term * hunger- 
pain,' which I suggested in a former paper, seems 
quite appropriate. 

" The intervals of relief after a meal vary chiefly 
according to the character of the food taken. The 
more substantial the food, the greater the interval of 
relief. The appetite is generally good — in fact, often 
better than normal, if stenosis has not developed. It 
is not unusual for a patient to say, 'I've a good 
appetite; I can take anything, and I never vomit.' 
If he has given a history of pain, as I have described 
it, one may be confident that he has duodenal ulcer, 
without stenosis. Investigation by test-meals will 
show no stasis, and perhaps, but by no means always, 
some hyperacidity. 

" After a time — a few weeks, a month or two — the 
symptoms may gradually improve, and even disappear, 
to reassert themselves after a longer or shorter interval. 
The patient will then speak of having attacks of a 
certain duration, coming capriciously, leaving spon- 
taneously. 
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''In the intervals of these attacks he may be 
perfectly well, suffer absolutely no discomfort, enjoy 
food, and gain weight. The attacks are more fre- 
quent and more severe in cold weather than in warm. 
A chill is often assigned as a cause of a certain attack, 
and attacks seem specially apt to come on in times of 
stress and worry. 

" The recognition of duodenal ulcer is most neces- 
sary, for it is, I feel sure, a far more serious disease 
than gastric ulcer, and it is, moreover, one which, in 
my judgment, should always be treated by operation. 
I often see, and operate upon, cases of duodenal ulcer 
which have been variously diagnosed as 'chronic 
gastritis/ ' acid dyspepsia,' * hyperchlorhydria,' etc. ; 
but a slender acquaintance with the pathology of the 
living is all that is needed to connect the clinical 
history outlined above with a condition of chronic 
ulceration in the duodenum.'' 

Professor Osier in his textbook writes : 

"Bucquoy has suggested that the duodenal ulcer 
can be distinguished from the gastric by the following 
definite characters : (a) Sudden intestinal haemorrhage 
in an apparently healthy person, which tends to recur 
and produce a profound anaemia ; (b) pain in the right 
hypochondrium, coming on two or three hours after 
eating ; (c) gastric crises of extreme violence, during 
which the bsemorrbage is more apt to recur. 

"Certainly the occurrence of sudden intestinal 
bsBmorrbage with gastralgic attacks is extremely 
suggestive of duodenal ulcer." 
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RUPTURE OF THE URETHRA 

Rupture of the urethra is an accident which 
occasionally comes under the care of the general 
practitioner. It is met with in two degrees of 
severity. In the milder form there is but partial 
rupture, the continuity of the canal being maintained ; 
while in the more severe form the tube is completely 
torn across. 

According to Eaufmann, the causation of the 
injury in 82 per cent, of cases is due to falling 
astride of some sharp- margined object; in 12 per 
cent, to a blow upon the perinseum ; while 4 per cent, 
are owing to the patient having been thrown upon 
the pommel of a saddle, as in the historical example 
of William the Conqueror at the siege of Mantes. 
The remaining 2 per cent, of cases are accounted for 
by fractures of the pelvis. In the latter, if the pubic 
portion is involved, the deep urethra is almost certain 
to be torn across, or, if this does not occur, the 
escape of urine is prevented by the pressure of a 
fragment of the bone upon the urethral canal. 

Where the pelvis suffers contusion, without fracture, 
there may be rupture of the canal by reason of the 
momentary separation of the ossa innominata at the 
symphysis pubis. 

A few cases have been recorded in which the 
urethra was ruptured . solely by muscular action, 
caused by violent abduction of the thigh. 

10 
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Diagrnosis. — One of the chief signs of this injury 
is the appearance of haemorrhage from the meatus 
urinarius. The amount of blood, however, is no 
criterion of the extent of the injury, as the artery of 
the bulb may be torn at the same time as the canal 
is only slightly ruptured ; while a complete tear of 
the membranous part is often followed by but slight 
bleeding. 

Another most important sign is anuria, which is 
more or less complete. In complete rupture, mictu- 
rition is totally and instantaneously arrested, as the 
urine that comes from the proximal end collects in 
the wound cavity, giving rise to urinary infiltration. 

In incomplete rupture the urine may at first 
appear at the meatus, but later may be totally 
arrested, owing to the development of para-urethral 
infiltration. 

In about three-fourths of cases, urinary retention is 
due to obstruction caused by the formation of clots. 

The perinseal swelling which is sure to follow the 
accident is due to the extravasation of blood, or to 
urine, or more often to both combined. 

The scrotum also may be invaded by the swelling. 

If a gradually progressive swelling is some time in 
making its appearance after the receipt of the injury, 
it is invariably due to the extravasation of urine. 

In cases where the membranous portion of the 
urethra has been ruptured, the swelling is always 
found in the middle line of the perinaeum. 

Pain and tenderness at the site of rupture are 
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always found to be present, the former being invari- 
ably aggravated by attempts at urination. 

We may therefore expect to find, in the severest 
cases, shortly after the accident, the most urgent 
symptoms to be complete retention of urine, urethral 
hemorrhage, and perineal swelling. 

Progrnosis. — This will depend upon the existence 
of serious complications — e.g., fracture of the pelvis — 
and also upon the promptness and efficiency with 
which surgical aid is rendered. 

If infiltration of urine occurs, a danger which can 
never be reckoned to be absent, it is difficult to 
predict the gravity of the results which may follow. 
Among early complications which may ensue are 
extreme urinary infiltration, gangrene, and progres- 
sive phlegmonous inflammation. 

Treatment. — Catheterism can only be successfully 
effected if the rupture is incomplete. If the lesion is 
complete, the use of the catheter, though it cannot 
be expected to succeed, may at the same time serve 
as a means of diagnosis. 

It is best to begin with a flexible instrument of 
large or medium size, well lubricated. If this does 
not succeed, a careful attempt should be made with a 
metallic catheter, which, if cautiously manipulated, 
is better able to dislodge clots, and so an entrance 
into the bladder may be facilitated. All attempts at 
catheterism should be made with the utmost gentle- 
ness. The instrument must be allowed to find it^ 
wiiy into the bladder almost by its own weight. 

10—2 
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As in most cases of partial ruptare of the bulbous 
portion the wound is in the posterior wall of the 
urethra, the point of the catheter should follow the 
roof of the urethra, and not the floor. It, however, 
it is doubtful whether the bulbous or the membranous 
portion is torn, it is advisable to follow the anterior 
wall in the former, and the posterior in the latter, as 
the anterior wall of the membranous portion is most 
frequently injured. 

If catheterism is successfully performed, the instru- 
ment should be retained in position for a few days. 
If it is unsuccessful, suprapubic puncture must be 
resorted to if skilled surgical aid is not at once 
available. When such aid is not attainable for a 
considerable time, the bladder should be aspirated, 
the cannula being left in the bladder with rubber 
tubing attached, so as to effect continuous drainage. 

In severe cases, perinseal section must be done 
with as little loss of time as possible, since delay in 
operating is attended by great risks which are the 
sequel of extravasation of blood, infiltration of urine, 
and infection of the seat of injury by septic germs. 



EETENTION FROM ENLARGED PROSTATE 

One of the most useful and efficient catheters to 
use in this condition is a flexible coud6 catheter, 
flattened from before backwards ^^, and with the 
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beak curved on the flat. This shape adapts itself to 
the urethra, which on section presents a transverse 

slit . 

This catheter is Brand's modification of Bartrina's, 

in which latter the flattening is from side to side ( j 
while the beak is curved on the edge, correspond- 
ing only to the meatus, which is a vertical slit 

{Lancet, July 6, 1907). 

It may be had in eleven sizes (12 to 22) from 
Allen and Hanburys, Ltd. 



IMMEDIA.TE TREA.TMENT OF THOSE WHO 
HAVE BEEN SEVERELY WOUNDED 

The most important object to be attained in such 
cases is to insure the absolute immobility of the 
patient. Except where wounds requiring immediate 
attention have to be treated, extensive and compli- 
cated dressings should not be performed. 

When hsBmorrhage has been arrested, it is most 
unwise to inflict upon severely wounded persons the 
shock of what is, practically, a second traumatism. 
The delay of a few hours will not make any great 
difference in the supervention of septic infection. 

In those who have lost a large amount of blood, 
the chief evil factor is not so much the amount as 
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the suddenness of the loss. Thus, a man who 
has lost 8 pints of blood in a few minutes is in 
greater danger of death from syncope than one 
where the same, or even greater, amount of hsBmor- 
rhage has been slow. 

One of the causes of danger in thosej who have 
sustained a severe loss of blood is collapse of the 
bloodvessels through emptiness, so that they can no 
longer react on their contents. Hence it is that the 
intravenous or other injection of mineral serum is 
so valuable, for, if such is performed immediately, 
and repeated if necessary, life may be saved, and 
that contrary to expectation. 
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PART in 

OBSTETRICAL AND GYNECOLOGICAL 

ARTIFICIAL AMNION 

In the report, in the British Medical Journal of 
August 24, 1907, of a discussion in the section of 
Obstetrics at the annual meeting of the British 
Medical Association, Dr. Frederick Edge, Birming- 
ham, drew attention to a method of dilatation of the 
cervix and os uteri invented by Professor J. W. Taylor 
of that city, and used by him for fifteen years. Pro- 
fessor Taylor calls his instrument an ''artificial 
amnion." It is made by F. Ash of Birmingham, at 
a cost of fifteen shillings. 
The instrument consists of four essential parts: 

(1) A thin bag of rubber, to which a long and fairly 
thick (to prevent collapse) rubber tube is attached ; 

(2) a stylet, or sound, which is contained within the 
tube; (8) an ordinary spring clip; (4) a graduated 
syringe. 

Before introduction, the instrument (with the 
stylet inside it, and the clip attached to the end of 
the tube) is inverted, and the stylet pushed or 
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allowed to fall to the extremity of the bag. The 
clip is momentarily opened, and whatever air is in 
the bag pressed out by grasping the bag tightly in 
the hand. The clip is allowed to close again, when 
the atmospheric pressure causes the bag to remain 
collapsed tightly round the stylet, and holds the 
latter in place, thus preventing perforation of the 
bag by the stylet on introduction. 

The instrument is now ready for use. It is intro- 
duced in the same way as a sound, being carried 
beyond the internal os, within the cavity of the 
uterus. 

The syringe, containing from 2-3 ounces to J ounce 
of warm water, is then attached, and the water injected 
according to the distension required and the capacity 
of the uterus. 

The clip, which has been opened during the in- 
jection, is now allowed to close; the syringe is 
removed, and the "artificial amnion" (from which 
it is quite easy to withdraw the stylet) is left, a 
delicate bag of fluid, without any metal or other hard 
constituent whatever, resting at the internal os. 

The instrument is admirably adapted to the object 
in view, and has many obvious advantages over 
Barnes's bags or De Ribes's dilator, inasmuch as it 
can be so much more easily introduced, even through 
a small cervix, being little larger than an ordinary 
sound, and as painlessly passed. 

Not only may it be used — e.g., in cases of placenta 
prsevia — to act both as a plug and a dilator, but it 
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may be used for inducing premature labour when a 
bougie has failed, or is too slow. 

It may also be used most effectually in cases of 
severe epistaxis. 



OBSTETRIC FORCEPS 

Everyone has his pet forceps. We were brought 
up to use Simpson's, then we used Barnes's modifica- 
tion of Simpson's, and Inglis's for low position of the 
head; but for a good many years we have used 
Wagstaff 's axis traction forceps, having discarded all 
others, not because they are ineflScient, but simply 
because in Wagstaff 's we have found a better and 
ideal instrument. This admirable instrument com- 
bines the convenience of ordinary forceps with the 
unquestionable advantage of axis traction, and is 
just as easy to apply as any ordinary long forceps, 
since it is devoid of that abomination, traction rods. 

Our forceps is all-metal, nickel-plated, and has the 
lock reversed to admit of the easy application of the 
upper blade first. 

Why anyone should dream of applying the lower 
blade first, and why teachers of midwifery should 
persist in recommending so awkward a method, which 
only adds to the difficulty of application, passes one's 
comprehension. When* the lower blade is passed 
first, it becomes necessary to depress the handle of 
the upper almost to the vertical in order to introduce 
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it. This necessitates the patient's buttocks projecting 
well beyond the edge of the bed. If, on the other 
hand, the upper blade is passed first, it is inserted 
horizontally as if the lower, then rotated round into 
position where it can be easily held well backward by 
the nurse, while the lower is passed as usual, nothing 
being in the way. 

Thus neither handle need be depressed, and the 
patient need not project over the edge of the bed. 
Even if the lock is not reversed, the insertion of the 
upper blade first makes the application of forceps 
easier than when the lower is passed first ; but obvi- 
ously it is more convenient to have the instrument 
made with the lock reversed. 

With Wagstaflf's forceps, all the force which may 
be legitimately used can be easily applied, and the 
traction is always in the proper axis. 

When a stiff pull is necessary, the best means of 
procuring the requisite counter-resistance — and we 
have found it a perfect one — ^is to apply one's unshod 
foot against the buttocks, protected by a pillow. 



VAGINAL EXAMINATION 

Vaginal examination is generally deprecated, and 
it is recommended to watch the progress of labour 
by abdominal palpation alone. This may no doubt 
be sufficient in some cases, but it is hopeless where 
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the abdominal wall is covered with several inches of 
adipose tissue. We must confess that we prefer the 
vaginal route for our guidance. All danger of sepsis 
being conveyed by the accoucheur can be obviated by 
using a rubber finger-stall which projects from a 
circular sheet of rubber, made in one piece, the latter 
having a diameter of 7 or 8 inches. This can be 
obtained from any instrument-maker. 



DOUCHING 



It is a good rule to avoid routine douching after 
labour, unless it has been instrumental or there has 
been manual manipulation. 

If the lochia become offensive the vagina may be 
douched. When this is insufficient, the uterus should 
be douched after the vagina has been first washed 
out. Mercuric iodide, formalin, or lysol, may be used, 
the two latter being non-poisonous. 



"DRY" LABOUR 



When the amniotic fluid has escaped prematurely 
and the os uteri remains tenaciously contracted, or is a 
" parchment os," or where there is hyperplasia of the 
cervix with rigidity, a solution of cocaine or ^-eucaine, 
10 grains to the ounce, applied upon a tampon of lint 
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or absorbent cotton- wool to, or into, the os and cervix, 
acts like a charm. 

The irritated nerves and muscular fibres are 
ansBsthetised, the spasm relaxes directly, the os 
dilating widely. On many occasions we have had 
cause to bless this precious drug. Not only does the 
cocaine relieve the spasm of the os, but, as the 
solution spreads all over the vagina, it also ansBsthe- 
tises the mucous membrane, permitting the head to 
pass through the outlet with a minimum of dis- 
comfort. 



POST-PAETUM HEMORRHAGE 

This bite noire of the accoucheur may be instantly 
controlled by the inhalation of amyl nitrite {British 
Medical Journal, October 27, 1906). 

This, with pressure on the abdominal aorta, will 
give ample time for other and well-known means of 
arresting this alarming complication. 

As a prophylactic, the exhibition of calcium chloride 
or lactate can be confidently recommended. 



UREMIC CONVULSIONS 

For ursemic convulsions, in a plethoric individual, 
nothing is so efficient as free blood-letting, say to 
20 ounces, followed by enteroclysis or hypodermo- 
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clysis of 2 pints of solution of acetate of sodium 
(1 drachm to the pint). Hypodermic injection of 
{ gr. morphine with -^ij^ gr. atropine, repeated in 
three hours if necessary, is also very valuable. 
On recovery from coma, Imperial Drink (1 drachm 
acid tartrate of potassium to the pint) should be 
freely drunk. 

For prophylaxis there is nothing better than free 
exhibition of Imperial Drmk and rigid milk diet. 



HYOSCINE-MOEPHINE ANAESTHESIA IN 

NORMAL LABOUR 

Pa/rturition de luxe has become the modern vogue. 
Womankind have developed the deepest antipathy 
to enduring the pains of childbed. It has become 
customary for the pregnant woman to say to her 
medical attendant, when engaging him for her con- 
finement, " You will be sure to give me chloroform, 
won't you?" One of us once rigged up a Junker's 
inhaler for a patient in labour, and let her help 
herself when a pain came on, the mask falling from 
her grasp before she got too much, and this continued 
for twelve hours, the labour being terminated by 
forceps. On that occasion there was a parchment 
OS which would not dilate, even under chloroform 
and chloral hydrate (cocaine was unknown then). 
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She bore upon her nose a deep ridge and farrow 
from the pressure of the hard vulcanite mask, which 
lasted for nearly a week. He has never repeated 
this treatment, reserving the anaesthetic for the last 
few pains and for instrumental labours. 

A new era has, however, dawned, thanks to the 
introduction of hyoscine-morphine ansesthesia. We 
have on occasion used morphine and atropine in 
normal labour, where the first stage has been pro- 
tracted, with satisfactory results ; but the addition 
of hyoscine has added hypnotic action to simple 
analgesia, a kind of general anaesthesia resulting. 

In normal labour, when one finds that the patient 
is distressed by the pains, and that the labour is 
likely to last more than an hour, an injection of 
hyoscine hydrobromate tdtt g*^« combined with mor- 
phine I gr. and atropine lixr gr. may be given ; and 
if the labour is likely to last a considerable time, the 
injection may be repeated in three or four hours. 
The second dose may be of hyoscine alone or mor- 
phine alone, or of both, as may be considered neces- 
sary to reproduce the mental condition desired. 

If, from examination, the contractions are found to 
be really violent, morphine is indicated; but if the 
patient is reacting excessively to what contractions 
are present, then hyoscine should be given. 

Cardiac complication has not been found to be a 
contra-indication, nor is there any unusual tendency 
to atonic bleeding. The patient generally becomes 
very flushed, and may ramble a little. It is well to 
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warn the bystanders of these symptoms, so that they 
may be prepared for them. 

The child may possibly show a tendency to apnoea, 
but it is easily roused. 

Most drug firms supply a hypodermic tablet con- 
taming hyoscine, morphine, and atropine, of the 
requisite dose, under the name of Hyoscine Com- 
pound, and of course tablets of hyoscine alone, and 
morphine and atropine, are easily procurable. 

Fuller information on this form of anaesthesia will 
be found in the British Medical Journal of Septem- 
ber 19, 1908. 

Scopolamine and hyoscine are synonymous terms. 



PUERPERAL SEPTICiEMIA 

Dr. Rose of Chicago warmly recommends a method 
of treating the septicaemia following parturition and 
abortion, which he believes to be original, and which, 
in our estimation, has much to recommend it. 

As soon as any symptoms of sepsis show them- 
selves. Dr. Rose takes the following active measures : 

He introduces a bivalve speculum, and with borated 
cotton-wool, introduced on a Bozemann's long dress- 
ing forceps, wipes out thoroughly the whole uterine 
cavity, until the cotton- wool comes away odourless 
and clean. He then dips fresh cotton-wool in iodised 
phenol, and daubs it all over the interior of the 
uterus. He repeats the treatment next day, and 
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every day, until the indications cease. He also gives 
such internal remedies as he thinks required. 

The treatment never causes pain or the slightest 
unpleasant symptom of any kind. From the first 
application (and one is often sufficient) he has never 
seen the symptoms increase. In a few hours the 
change for the better is surprising, and the rapidity 
with which involution takes place is remarkable. 
Lacerations of the cervix are never left with thick 
everted lips and callous edges, and the necessity for 
many operations for the repair of old lacerations is 
averted. 

The advantages of using cotton -wool to cleanse 
the uterus and apply the phenol are that cotton- 
wool will wipe away shreds which the intra-uterine 
douche -tube leaves behind; there is no danger of 
fluid passing into the Fallopian tubes ; and one can 
tell when the uterus is cleansed, also the exact odour 
and appearance of what is removed, which cannot be 
done when medicated water is used. 

The application of iodised phenol has all the 
advantages of a mercurial solution without its dis- 
advantages, and the rapid involution which follows 
its application has to be seen to be realised. 
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DISEASES OCCURRING DURING PREGNANCY : 
THEIR PROGNOSIS AND TREATMENT 

Albuminuria. — Of this condition there are two 
distinct varieties : 

(a) Albuminuria in pregnancy. 

(b) Albuminuria of pregnancy. 

The latter of these appears for the first time during 
pregnancy, while the former is due to pre-existing 
chronic Bright's disease. 

In distinguishing the two varieties, which is fre- 
quently very difficult, the history of the case may be 
of great value. A characteristic sign of the former is 
the large amount of urine passed. 

Abortion is a frequent occurrence in cases pf 
maternal albuminuria, while there is undoubted 
evidence that paternal albuminuria, especially if 
associated with granular kidney, may predispose to 
the death of the foetus in the early months of its 
existence, owing to impaired vitality of the impreg- 
nating spermatozoon. 

Puerperal eclampsia, to which albuminuria pre- 
disposes, is most often found in the second variety. 

Other complications are accidental and post-partum 
haemorrhage^ while mania is occasionally seen. 

Asthma. — As this disease is greatly increased in 
severity during pregnancy, and peculiarly violent 
attacks may occur at confinement, the prognosis is 
serious both for the mother and child. 

11 
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Treatment — The most efl&cacious drugs are mor- 
phine and quinine. 

Should an attack supervene during labour, delivery 
should be effected as speedily as possible. 

Diabetes Mellitus. — This is a very dangerous 
complication, premature labour taking place in 
8B per cent, of cases. This occurs as a rule after 
the twenty-eighth week, the child being stillborn. 

Treatment — Dieting is all that is required in mild 
cases, but, if the glycosuria be progressive, the 
pregnancy should be terminated in case of coma or 
pulmonary complications arising. If possible, suckling 
should be encouraged. 

Enteric Fever. — The great majority of cases of 
typhoid fever occurring during pregnancy are found 
in the earlier months of gestation. If abortion takes 
place, as it often does, the temperature may suddenly 
drop almost to normal, and continue at a lower level 
until convalescence is established. The disease is 
transmissible to the foetus in utero. 

A great danger, after ulceration has taken place, is 
perforation of an ulcer during labour. This disaster 
occurred in a case under our charge. Every effort 
should, therefore, be made to facilitate labour, and so 
save all prolonged and unnecessary muscular strain. 
Scrupulous care must be taken with regard to anti- 
septics. 

Epilepsy. — Genuine epilepsy seldom occurs in 
pregnancy. It may be distinguished from puerperal 
eclampsia by the initial cry, the single attack of con* 
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vulsions, the absence of albuminuriay and the briefer 
period of coma. 

If an epileptic woman becomes pregnant, she is not 
more liable to puerperal eclampsia than others. 

Maternal epilepsy, though not so dangerous as true 
eclampsia, has been known to cause death of the 
foetus. 

Erysipelas. — Owing to the pyrexia and constitu- 
tional disturbance associated with this disease, mis- 
carriage is sure to take place. Great risk is incurred 
by the danger of the genital tract becoming infected, 
in which case death is inevitable. 

Treatment — Specially strict antiseptic precautions 
must be taken in regard to the genital tract. The 
nurse who dresses the parts affected by erysipelas 
should not touch the reproductive tract The new- 
born child must be removed at once in case of its 
umbilicus becoming infected. 

Heart Disease. — In presence of much degeneration 
of heart muscle, a prolonged labour is apt to cause 
cardiac failure, or lead to thrombosis of the pulmonary 
artery. 

Another danger, later on, is puerperal infection due 
to diminished power of tissue resistance, from blood 
containing an excess of carbonic acid gas. 

The most serious form of valvular heart affection is 
mitral stenosis, leading to over- distension of the right 
ventricle. 

Treatment. — During pregnancy a due amount of 
rest must be taken, which will be determined by the 

11—2 
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compensatory disturbances present and the effects of 
exercise. Purgatives combined with tonics, such as 
ferrum, digitalis, and strychnine, should be judiciously 
given, their effects being carefully watched. Labour 
should be expedited as much as possible. The forceps 
should be applied early, slow delivery being done 
under ether, thus reducing the amount of effete 
material caused by muscular action and shortening 
the time of straining, and lessening the holding of the 
breath during the pains. It is inadvisable to give 
ergot, both on account of its depressing cardiac effects, 
and also its lessening the post-partum haemorrhage, 
which is beneficial, unless excessive, as it relieves the 
right side of the heart. 

Lead-Poisoningf. — This is one of the diseases 
which, from the paternal side alone, can so impair 
the vitality of the foetus as to cause its premature 
expulsion. The other diseases are, chronic Bright's 
disease, syphilis, and diabetes. 

Treatment. — This will be effectual if directed solely 
to the plumbism. 

Measles. — This disease is seldom found in preg- 
nancy, but if so, unless accompanied by bronchitis or 
broncho-pneumonia, the effects are not serious to the 
mother. 

Treatment — The cough should be moderated as 
much as possible, and the temperature kept low. 
The pregnancy should not be interfered with, but if 
labour be produced from asphyxia due to bronchitis, 
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the membranes should be ruptured as soon as possible, 
to relieve tension. 

Acute Pneumonia. — Abortion is stated to occur in 
88 per cent, of all cases before the sixth month, and 
premature labour in 66 per cent, of all later cases. In 
all such, recovery is very rare. 

Treatment — The pneumonia should be treated as 
in ordinary cases. Should uterine action commence, 
labour should be promoted as much as possible, every 
help being a£forded. 

Scarlatina. — During the puerperium, scarlatina 
pursues its ordinary course, * breeding true,' and not 
producing puerperal septicaemia. 

Owing to the danger of renal complications, the 
mortality is high. A pregnant woman is less sus- 
ceptible to the infection of this disease than usual. 
Throat symptoms are slight in cases occurring after 
delivery, but are well marked in those affected during 
gestation. If labour supervenes during the course of 
the disease, inertia sets in early, and post-partum 
haemorrhage is liable to occur. 

Treatment. — The course of pregnancy should not be 
interfered with, but if labour sets in every assistance 
should be afforded. If the child be living and free 
from rash, it should be removed at once. 

Smallpox. — Labour is usually induced. 

Treatment. — In an epidemic of smallpox, all preg- 
nant women should be vaccinated. The new-born 
infant should also be vaccinated as soon as its vitality 
allows. 
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Tuberculosis. — If a woman affected with phthisis 
becomes pregnant, marked improvement is seen 
daring gestation; but this improvement is not 
maintained after delivery. This is especially apt to 
be seen if lactation be permitted. Weaning, there- 
fore, should always be insisted upon. 

Treatment. — After confinement the mother should 
be supplied with abundance of suitable diet, fresh 
air, etc. Cod-liver oil, malt extract, and hypophos- 
phites are valuable. 

Premature labour should be induced only after 
careful consideration of all the circumstances. 

It must be borne in mind that retrograde movement 
in the disease is seen after induced as much as after 
natural labour, in some cases even more so. 

Pyrexia. — When the maternal temperature reaches 
104^ F., the condition of the foetus becomes perilous, 
while its death occurs at 106^ F. 

The temperature in utero is 1 degree higher than 
that in the mother's mouth. 



OPERATIONS DURING PREGNANCY 

Operations during pregnancy are obviously unde- 
sirable, and should, if possible, be postponed until 
labour has occurred. If, however, operation is un- 
avoidable, such may be undertaken. 

The chief danger arises from shock due to the 
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e£fect of the operation on the system generally, and 
on the uterus itself, which last may be direct or 
indirect. The danger is in proportion to the period 
of gestation. 

The direct effect of shock upon the uterus is greatly 
diminished by anaesthesia and saline infusion. Chloro- 
form is the safest anaesthetic, as, if ether or nitrous 
oxide gas be administered, the resulting asphyxia 
may cause dangerous uterine activity. 

By the use of chloroform such an operation as the 
removal of ovarian cysts may be performed without 
untoward results. 



OBSTETRICAL PARALYSIS OF THE ARM 

Brachial paralysis in the newly-born was formerly 
believed to be due to the incapacity or carelessness of 
the accoucheur, and even now such a belief is preva- 
lent among the laity. Pressure of the forceps, or of 
the finger in the axilla, or other manipulative inter- 
ference during labour, was considered to be the cause 
of the condition. When any of these procedures has 
been found necessary, it is difficult to convince the 
parents or friends that natural causes, and not the 
efforts of the accoucheur, are responsible for the origin 
of the lesion. 

The condition is entirely due to the forced rotation 
of the head during parturition, especially when the 
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labour is prolonged from any cause. When, for 
example, the head occupies the first position, it is 
rotated with the face turned away from the right 
shoulder. This rotation puts the brachial plexus of 
the right arm on the stretch, and also keeps it firmly 
pressed, its outer cord especially, against the inner 
edge of the unyielding clavicle. When the labour is 
prolonged, this position may be maintained for many 
hours, so that the plexus is not only pressed upon, 
but actually bruised at this point. 

As the result of this occurrence, the infant's right 
arm is found to be rotated inwards, with the thumb 
pointing posteriorly, and the back of the hand almost 
parallel to the side of the body. If the arm is moved 
in various directions, it immediately reverts to its 
former attitude — viz., with the thumb rotated 
inwards. 

This attitude of the arm is due to paralysis of the 
outward rotators of the humerus~viz., the infra- 
spinatus and teres minor, or both. 

There is almost complete inability to raise the arm, 
thus showing that the deltoid is involved, while 
powerlessness to flex the forearm indicates that the 
biceps also is paralysed. The muscles of. the forearm 
and hand are, however, unaffected. 

Progrnosis. — This is generally favourable, recovery 
being the rule, which, however^ may be delayed for 
several years. 

Treatment. — The arm should be kept in a sling, 
with the elbow well supported, so as to relieve tension 
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upon the shoulder. The elevation of the arm also, 
by raising the clavicle, tends to place the plexus in 
the most favourable position for recovery. Massage 
and the constant electric current are also useful. 

Lingering labour calls for the obstetrician's use, 
rather than his avoidance, of instrumental aid, in 
order that the period of pressure may be abridged. 
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PART IV 
THERAPEUTICAL 

BEEE-YEAST IN THE TREATMENT OF 
SEPTIC CONDITIONS 

Beer-yeast has long been known to be a useful 
remedy in the treatment of boils and carbuncles. 
It has, however, been allowed to fall into disuse, few 
authorities making any reference to it. Recently 
one or two distinguished dermatologists have highly 
extolled its virtues. In France it is held to be a 
specific in the treatment of the aforementioned 
ailments. 

It should be procured fresh every day in summer, 
and every second or third day in winter, according to 
the coldness of the weather. It should be given in 
teaspoonful doses, in a wineglassful of water, three 
times daily, immediately before meals. This dose 
may be gradually increased to a tablespoonful if the 
stomach shows no intolerance. If gastric disturbance 
follows its exhibition, it takes the form of heaviness 
in the region of the stomach, acid eructations, with 
diarrhoea in some cases. If beer-yeast is not obtain- 
able, baker's yeast makes a satisfactory substitute. 
This should also be taken in water, or mixed with 
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honey, before each meal, thrice daily. A piece of 
the size of a hazelnut is the amount required. 

In the Scottish Medical and Surgical Jowmal for 
April, 1900, levurine, a preparation of yeast, is strongly 
recommended by Professor Simpson in cases of serious 
suppuration. 

In a recent article in the Deutsche Med. Wochen- 
schrifty reference is made to the power of yeast in 
destroying gonococci when brought into direct contact 
with it. The yeast was mixed with a small quantity 
of beer, injected into the vagina by an ordinary syringe, 
and retained by a tampon. The injection was repeated 
after two or three days, and the treatment was con- 
tinued for several weeks. 



THERAPEUTICAL APPLICATION OF 

COLLARGOL 

Brilliant results have been recently reported of 
the effect of coUargol in puerperal fever and other 
septic conditions. The drug has been employed in 
two ways — ^by inunction and intravenous injection. 

The inunction must be energetically carried out, 
like a hard massage, for fifteen or twenty minutes 
at a time, the skin having been previously thoroughly 
cleansed with soap and ether. It should be made at 
some distance away from the diseased part. In cases 
of obesity, or where the integuments are infiltrated 
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or dry and wrinkled, this method is unsuitable. The 
area of inunction should be afterwards covered by 
impermeable tissue. 

The following is the formula for the ointment : 

Collargol 16 parts 

White wax 10 „ 

Jjarcl ... ... ... ... ... lUU }) 

The amount inuncted at any one time should be 
from 1 to 8 grammes, but this quantity may be 
doubled or trebled. 

In intravenous injection any one of the super- 
ficial veins may be selected. The vessel is punctured, 
through the skin, by means of an ordinary hypo- 
dermic syringe needle. If no vein is available at the 
bend of the elbow, one on the back of the hand may 
be chosen. 

A small indiarubber tube should be attached by 
one end to the syringe, and by the other to the free 
end of the needle, when the puncture has been made. 
The skin having been carefully disinfected, the vein 
is brought into relief by applying a ligature round 
the arm, which should be extended and held steady. 
The left thumb is applied to the vein just above the 
point selected for puncture, to keep it in place. The 
needle, held in the right hand, is pushed into the 
vein as obliquely as possible, in the line of the vessel. 
If the needle has entered properly, a few drops of 
blood will exude. If they do not do so, a fresh 
puncture must be made. The ligature is now re- 
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moved, the tube is adjusted, and the injection slowly 
made. 

CoIIargol becomes frothy on the slightest shaking, 
and to prevent this, and thus avoid the danger of air 
embolism, it is necessary to fit the tube carefully on 
to the syringe and expel every bubble. Another 
mishap to guard against is transfixion of the vein. 
This is soon made obvious by the appearance of a 
subcutaneous swelling at the site of puncture, due to 
the escape of blood. To avoid any risk of transfixion, 
the arm should be held tightly, while the intervention 
of the rubber tube prevents any jerking of the needle 
from movement of the piston of the syringe. If in 
spite of all precautions the vein is transfixed, the 
injection must be stopped at once. 

The strength of the solution should be 1 or 2 per 
cent, and of this 10 c.c. should be injected for a dose. 

Two important clinical symptoms will be observed 
after the injection: (a) A temporary increase of the 
pyrexia ; (b) a rigor. 

The temperature rises one or two hours after the 
injection, and reaches its maximum after the rigor. 
The rise, however, lasts only a few hours, and in 
favourable cases is followed by a rapid defervescence, 
or, less frequently, by lysis. 

The temperature becomes normal in two to six 
days. The rigor has a prognostic value, being gener- 
ally present in cases which are going to terminate 
favourably. 

The temperature may run up to 106° or 108° F. 
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Another feature of the reaction is the sense of well- 
being which the patients declare they feel after 
injection, headache, intense thirst, dyspnoea, etc., 
rapidly disappearing. 

In spite of its slow elimination, in cases where its 
use is continued for some considerable time, as in 
cases of inunction, coUargol gives rise to no signs of 
argyria. 

The treatment gives better results in proportion to 
the early date of its commencement. 



DIUEETICS 

As renal ailments play a large part in the diseases 
which fall to the lot of the general practitioner to 
treat, he should have a thorough knowledge of the 
way in which diuretics act. 

These are best divided into two groups — those act- 
ing upon the vascular system, and those acting on the 
kidneys themselves. 

The members of the first group are sometimes 
called ** hydragogue" diuretics, and are given when the 
vascular tension is low. Such act upon the circula- 
tion generally, and raise the blood-pressure. The 
most importapt drugs in this class are, digitalis, squill, 
and broom. 

The second division comprises those which act upon 
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the renal circulation, dilating the bloodvessels and 
stimulating the secreting cells. 

Juniper, buchu, and turpentine, belong to this group. 
Euchu has a specific action in increasing the solids in 
the urine. On that account, in gouty conditions where 
there is a large flow of urine of low specific gravity, 
buchu and potash in the form of citrate would be the 
best drugs to exhibit; while in cardiac weakness, 
where the urine is scanty and high-coloured, digitalis 
and squill would be indicated. 

For successful practice it is, therefore, clear how 
necessary it is to know when to employ members of 
these two groups. It often happens that a diuretic 
of the first class may have to be used along with one 
of the other, and such combination is easily effected 
when the distinction between the two varieties of 
diuretics is kept clearly in view. 

It might not be out of place to quote Milner 
Fothergill's remarks on this subject: "There is no 
surer nor more deserving road to success in practice 
than a sound knowledge of those ailments with which 
the various classes of diuretics are associated, and the 
man who knows when a vascular diuretic is to be 
preferred to one of the other class has a decided 
advantage over the man who does not.*" 
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NOTES ON DRUGS 

Amyl Nitrite. — The value of this drug in arresting 
various forms of haemorrhage is now beginning to be 
recognised. It has been found very e£fectual in cases 
of epistaxis, hemoptysis, and post-partum hsemor- 
rhage. In the last we have found it invaluable. It 
may not, however, be equally freely exhibited in these 
conditions. In post-partum haemorrhage it must be 
used with great caution. 

It is a well-known fact that the administration of 
chloroform is absolutely safe during parturition, owing 
to the tension within the abdominal cavity, and that 
it is specially dangerous if given shortly after delivery, 
on account of the sudden withdrawal of this tension, 
which is liable to cause paralysis of the vasomotor 
mechanism, thus permitting the blood to accumulate 
in the splanchnic area. That amyl nitrite may 
produce the same effect, if incautiously given, has been 
pointed out by Leonard Hill. It is therefore wise to 
administer it in definite amount, from a crushed glass 
capsule, to prevent an overdose, which might be 
given from a bottle in one's haste at so critical a time, 
when every moment is vital. 

Antimony. — In the early stages of acute bronchitis, 
antimony is most efficacious when given in small doses 
at frequent intervals, say 5 minims of vin. antim. 
every hour and a half in adults. When the bron- 
chial mucous membrane is very much congested and 
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the secretion scanty, with constant irritating cough, 
nothing will answer so well as antimony, combined 
with liq. amm. acet. and morphia. Antimony has a 
powerful effect in relieving mammary inflammatfon. 
For this purpose, 15 minims of the vinum may be 
given every hour. 
Antimony is the best remedy for eczema. 

J. J., aged eighty-five years, suffered from this 
disease for several months. So severe was the irrita- 
tion that little sleep could be obtained. After a few 
days' treatment with 10 minims of vinum anti- 
moniale, taken thrice daily, the disease was markedly 
relieved, and soon after disappeared. 

Caution. — On account of its depressing cardiac 
effect, antimony should not be employed in the case 
of patients affected with feeble hearts. 

Arsenic. — This drug has a specific effect in gas- 
tralgia. It should, however, be given with caution to 
old people, and to those whose kidneys are not sound. 

Belladonna. — When combined with quinine, bella- 
donna is very efficacious in relieving abdominal 
visceral neuralgia. In intestinal obstruction, bella- 
donna overcomes this condition when caused by 
localised peritonitis and the resulting intestinal 
paralysis, in doses of i grain of the extract every four 
hours, until flatus is passed. Nothing should be 
given by the mouth except stimulants and water. 

Bromides. — These salts relieve reflex pathological 
conditions in pregnancy, e.g., diarrhoea, and excessive 

12 
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salivation. Given in combination with iron in anaemia, 
the headache which is often complained of by patients, 
and caused by the latter drug, will be prevented. 
When given to old people, their effect should be care- 
fully watched, as cerebral thrombosis might possibly 
develop, on account of their lessening the blood- 
supply to the brain. 

Calcium Salts: (a) Chloride. — This is the most 
useful drug which can be given in the treatment of 
tuberculous cervical glands. It is also of great 
efficacy in cases of angioneurosis, due to deficient 
coagulability of the blood. 

(b) Iodide. — Has a remarkable healing power over 
leg ulcers. 

(c) Lactate. — This salt, unlike the chloride, which 
is exceedingly deliquescent, possessing a most un- 
pleasant taste, and requiring great skill in disguising 
it, is quite pleasant to the palate, and is also stable, 
making an agreeable substitute for the chloride, 
though not perhaps so active. It is very potent in 
all haemorrhages, and may be prescribed in gelatine 
capsules. It combines well in solution with iron and 
pot. citrat., and is indicated in haemophilia, anaemia, 
menorrhagia, etc. 

This preparation of calcium, as well as the chloride 
salt, if given for the purpose of arresting or preventing 
haemorrhage, should not be continued for more than 
four days at a time, as after this time it decreases, 
instead of increasing, the coagulability of the bolod. 
After a few days* interval, however, it may be resumed. 



FOR GENERAL PRACTITIONERS 179 

The average dose for an adult is 15 grains, which 
may be exhibited three or four times daily, for the 
above-mentioned period. 

(d) Phosphate. — When patients complain of sensi- 
tive teeth, it is usually an indication to administer 
this salt. 

Dlgritalis. — ^In full doses this drug may be found to 
arrest a severe attack of menorrhagia when other 
remedies have failed. 

Hydrogren Peroxide. — This powerful, non-poison- 
ous, and unirritating antiseptic has proved in our 
hands an ideal application in septic conditions. 
When applied to septic wounds, and even to the 
unbroken skin, marked improvement results in a few 
hours, and cure is rapid. It is also the best applica- 
tion for syringing suppurating cavities. A solution of 
33 per cent, applied on lint and covered by gutta- 
percha tissue, or other impermeable material, thus 
forming a ** peroxide poultice," furnishes the best 
dressing for a septic wound. 

A case has been reported in American Medicine 
where gunpowder marks, caused by grains firmly 
embedded in the skin of the face, and which could not 
be removed by mechanical means, disappeared in two 
days under the application of this drug, used in full 
strength. 

Hyoscyamus. — In small doses this is a good remedy 
in senile trembling, vertigo, and shortness of breath. 

Iron. — The efficacy of iron varies inversely with 
age. In children it is of supreme value, less so in 

12—2 
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adult life, and comparatively useless in old age, when 
degenerative changes have set in. 

It is the most useful drug in septic conditions, often 
acting with magical eflfect— e.^., in erysipelas, septic 
sore throat, etc. It should then be given in large 
doses, I drachm of the liq. ferri perchlor. every two 
hours. 

It is a well-known fact that iron, in the form of 
natural mineral waters, as found at chalybeate spas, 
may have a more potent effect than when given 
medicinally, and this is doubtless owing to its being in 
a state of high dilution, and therefore more easily 
absorbed. In prescribing this drug, therefore, instruc- 
tions should be given to the patient to dilute it freely 
with water, and so increase its efficiency. 

Before prescribing iron, the state of the alimentary 
system should be carefully investigated. Thus, if the 
tongue be red and irritable, or if loaded with fur, it 
should be, as a rule, withheld. With gouty people 
iron seldom agrees, and in those who are prone to 
biliousness it must be cautiously administered. 

Mercury : (a) Calomel. — In scalds of the glottis — 
e.g., occasionally found in children from sucking a 
kettle-spout— calomel should be given in grain doses 
every half-hour till green stools appear. 

(6) Hydrargf. c. Grata. — In corneal inflammation in 
children, 8 grains twice daily will remove the intoler- 
ance to light, which is so distressing a symptom. 

(c) Hydrargr. Biniodid.— This drug has a potent 
effect in relieving the pain of gonorrhoeal rheumatism. 
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Remarkable results have recently been recorded by 
Professor C. Dieulafoy, of Paris, in cases of syphilitic 
aortitis, by hypodermic injections of the biniodide 
(International Clinics^ series xvi., vol. iv.). 

Opium. — When given along with bromides, opium 
may produce brilliant results in the treatment of 
intractable reflex vomiting of pregnancy. 

Mrs. T. had been under treatment for some con- 
siderable time for this affection. When seen she 
was unable to retain anything. Ten-minim doses of 
ex. opii liq. combined with bromides at once arrested 
the vomiting, which did not recur. 

Opium had been given with success in spasm of the 
pylorus due to gastric or duodenal ulcer, or resulting 
from gastric motor neurosis, as well as in congenital 
stenosis of the pylorus in infants. 

It is also useful in bulimia occurring in advanced 
phthisis. 

Morphia. — Morphia, given hypodermicallyi is the 
most efficacious remedy in infantile convulsions. 
Dosage: ^V grain for an infant of six months, 
^ grain for one of a year, and ^V grain for one of 
two years. With such doses no dangerous narcosis 
can be produced. The morphine should be combined 
with atropine. 

Phenazonum (syn. Antipyrine), — The best drug in 
chorea and pertussis, and the peer of opium in neu- 
ralgic conditions. It is very useful in nocturnal 
enuresis in childi^en. 

Potassium Chlorate. — Gives immediate relief from 
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pain in the case of burns and scalds. In cases of 
urgency, all that is necessary is to throw the crystals 
into cold water and shake a little. 

Quinine. — When given at the same time as alkalies, 
quinine will relieve the most obstinate urticaria. It 
should never be given in any case of inflammation of 
the urinary tract — e.g., gonorrhoea. 

The danger of giving quinine in acute suppuration 
of the middle ear has been referred to elsewhere 
(p. 99). 

Sodium Sulphocarbolate. — This salt is most 
valuable as an internal remedy in septic cases of 
all kinds, probably from the action of carbolic acid 
in the nascent state. 

Strychnine. — This drug has been found very 
beneficial in severe cases of trigeminal neuralgia, 
when given hypodermically in large doses. 

It has been frequently asserted that dangerous 
results may follow long-continued administration of 
the drug, from the so-called "cumulative" effect; 
but we have seen no evidence of this, though many 
cases under our care have taken it continuously for 
long periods ; e.g.j one man recently under treatment 
took it for nine months regularly, during which time 
he drank more than 6 ounces of the liquor without 
showing the least sign of any toxic effect. 
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INCOMPATIBILITY OF DRUGS 

We have thought it desirable to refer to this 
subject because, although it is of paramount import- 
ance, it is very much neglected. We do not make this 
assertion inadvisedly — indeed, there are substantial 
reasons for making it — and in this connection we 
cannot do better than quote a few instances, under 
our own observation, where incompatibilities have 
been prescribed, or directed to be prescribed, together. 

We have seen disastrous results narrowly averted, 
from prescriptions for mixtures which contained liq. 
strych. and liq. arsenicalis, also liq. strych. and 
ammon. carb. 

We have known of patients being put in imminent 
peril from liq. strych. and potass, bromid. being pre- 
scribed together. 

We have seen an unfortunate patient suffering 
intense agony for several days and nights from 
severe mercurial stomatitis, from having a calomel 
powder prescribed while she was taking a mixture 
containing iodide of potassium. 

An infant showed remarkable discretion on one 
occasion by promptly vomiting a calomel powder 
which had been given to it soon after a dose of a 
bromide mixture, thus averting consequences as 
disastrous to itself as discreditable to its medical 
attendant. 

We recollect a case where sod. bicarb, and bismuth 
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subnitrate were dispensed together, the result being 
that a loud explosion took place, much to the con- 
sternation of the patient and his household, but 
fortunately unaccompanied by personal damage. 

In a work published recently, and written by a 
physician and lecturer of a well-known Metropolitan 
hospital and medical school, one receives a severe 
mental shock on seeing the following prescription 
recommended : 



Be Ammon. carb 




... gr. V. 


Tinct. camph. co. 




... ttixx. 


Syr. scillfiB 




... Sss. 


Syr. tolu. 




... 3i. 


Inf. senegse 




... ad^i. 



Here we have the absurd combination (happily 
harmless apart from explosiveness) of syr. scillae and 
ammon. carb., the former of which contains acetic 
acid. 

We have no intention of giving a complete list of 
incompatibles — physiological, therapeutical, pharma- 
ceutical, etc. — but are content to draw attention to a 
few of the more dangerous ones which we have found 
to be specially liable to be prescribed together, with 
the view of inducing their avoidance. 

Mercury. — Corrosive sublimate should never be 
dispensed with any substance having an alkaline 
reaction. With liq. arsenicalis, e.g., it forms a very 
dangerous combination. 

Calomel is decomposed by potass, bromid. in the 
presence of moisture, a poisonous mercuric salt being 
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formed. If given when potass, iodid. is being taken, 
the yellow mercurous iodide is produced. Calomel, 
also, should never be prescribed to be taken along 
with dilute hydrocyanic acid. 

Arsenic. — Liq. arsenicalis, having an alkaline 
reaction, should never be prescribed with any acid, 
or substance compatible only with acids; in such 
cases the liq. arson, hydroch., which is acid, should 
be used. 

Strychnine. — Liq. strych., being acid in reaction, 
is incompatible with all alkaline substances, hence 
the danger of prescribing it in combination with liq. 
arsenicalis, or potass, bromid., ammon. carb., etc. 
In such cases tinct. nucis vom. should be substituted. 

Potassium Chlorate. — KCIO3, when combined 
with potass, iodid., forms potass, iodate, an irritant 
salt. It should not be given with syr. ferri iodidi, for 
if so free iodine will be deposited in abundance. 

Alkaloids. — Nearly all alkaloids in the free state 
are sparingly soluble in water, and do not readily 
form carbonates ; hence their salts — e.g,y the acetate 
and hydrochloride of morphia — should not be pre- 
scribed along with alkaline carbonates. 
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PEESCEIPTIONS 

We have already pointed out the necessity for 
avoiding incompatibility in writing prescriptions, and 
would now suggest the desirability of writing them 
grammatically. 

In spite of the fact that each qualified medical 
practitioner is presumed to have satisfied his examiner 
in Latin, it is notorious that the simplest rule of 
syntax is habitually violated, even by the most 
eminent of textbook writers, who unblushingly make 
an active transitive verb govern its object in the 
genitive case ! 

Here is a prescription taken at random from a 
standard work on Treatment, and it is only one of 
many such : 



B. TinctursB aconiti 


. • • 


tHxx. 


Liquoris amm. aoetat. 


... 


... ^ISS. 


Tincturse cimicifugsB ... 


... 


... 5iiss. 


Aquas chloroformi 


... 


... ad5viii. 



The grammatical atrocity is apparent in the last 
line, where the verb "recipe" is made to govern its 
object (" aqusB ") in the genitive. The error is occa- 
sioned by the interpolation of "ad." If no "ad" 
were present, " aqusB " would be correct ; but as it is 
present, the *' aquse " should be the accusative, 
" aquam." 

The other three ingredients are correctly rendered 
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in the genitive case, because the quantities are the 
objects, which are in the accusative; but the water 
itself is the object in the last line, and not the 
quantity, which is governed by the preposition " ad," 
also in the accusative. 

The genitive "aquae" cannot be excused by sug- 
gesting the existence of a hypothetical or understood 
object, such as "quantum suflScit." 

There must be nothing "understood" in a pre- 
scription. Everything must be fully expressed. 

Medical Latin is canine enough in all conscience ; 
let the grammar at least be respected. 



CONTRA-INDICATION TO THE USE 
OF SALICYLATES IN ACUTE RHEUMATISM 

It is now generally recognised that, in all forms of 
visceral rheumatism, the salicylic treatment is per- 
fectly ineffectual, and has thus no beneficial action 
whatever on cardiac or cerebral complications occur- 
ring during the disease. 

By the latter condition is meant the group of 
symptoms which constitute what has been sometimes 
called " cerebral rheumatism," of which the leading 
symptom is delirium. 

Should, therefore, delirium occur during an attack 
of acute rheumatism while salicylates are being 
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administered, these must be stopped at once ; other- 
wise a fatal issue will inevitably result. 

The fact should not be lost sight of that, if, during 
an attack of acute articular rheumatism, delirium 
should occur, it may have an entirely non-cerebral 
origin ; e.g., it may be due to the alcoholic habit or 
to the administration of quinine. 

No time, however, should be lost in trying to 
discover the exact cause of the delirium ; but as soon 
as the symptom appears salicylates should be imme- 
diately discontinued, and cold baths substituted. 
Should this course be pursued, recovery will probably 
ensue. 



SALINE INFUSION 

There are many conditions in which the introduction 
into the body of ** artificial serum " or " normal saline 
solution," which consists of a solution of sodic chloride 
(in the proportion of 1 drachm of the salt to 1 pint of 
sterile water), may prove of supreme value. 

Speaking generally, it is useful in two conditions : 

(1) When the blood is deficient in amount from 
hsBmorrhage, or other drain upon the system; and 

(2) when the system is loaded with toxic material, as 
in uraemia, diabetic coma, etc. 

In the former class of cases — e.g., in collapse 
following post-partum hsBmorrhage — there is no 
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treatment which can be compared with it in efficiency 
and rapidity of action. 

In the latter class — e.g.^ toxaemic vomiting or the 
typhoid state — it gives most gratifying results. In 
uraemia brilliant results have been obtained from it, 
after venesection has been performed. Here, however, 
acetate of sodium should be used in place of sodic 
chloride, as recommended by Professor Stockman, on 
account of its diuretic action. 

In morphine and other forms of acutd poisoning 
it will be found most efficacious. In carbolic acid 
poisoning, after the poison has entered the system, 
a drachm of sodic sulphate (1 drachm to the pint) 
should be added to the sodic chloride solution so as 
to form the innocuous sulphocarbolate. 

In delirium tremens and pneumonia it has been 
found invaluable. In the latter disease it is indicated 
by the deficiency of water in the system, as mani- 
fested by a dry tongue, the absence of chlorides in 
the urine, and the general evidence of hyperinosis. 
Cardiac thrombosis may thus be prevented from 
developing. 

Other conditions in which saline infusion is bene- 
ficial are, obstinate vomiting occurring in pregnancy 
(autotoxic), pertussis, and post-ansesthesia, also sciatica, 
lumbago, and pleurodynia, the injections in these 
three last being made at the most painful spots, to 
the extent of from 1^ to 2 drachms three or four times 
daily. 

In severe burns, in which the danger of a fatal 
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termination is due to auto-intoxication, very successful 
results have been obtained. 

In marasmic infants notable improvement has 
followed this treatment. 

A case has recently been reported where hypoder- 
moclysis was performed, to the extent of 5 ounces 
per dose, once daily, in a marasmic infant, six months 
old, for a fortnight, which proved the factor in saving 
the child's life. 

As to ttte method of administration, .enteroclysis 
is the simplest and most easily applicable. The 
injection, which may be made by an ordinary enema 
syringe, or, preferably, by gravity, should be made 
very slowly, 2 pints requiring at least twenty 
minutes. The temperature of the solution should 
be 100° F. 

The apparatus for hypodeirmoclysis consists of an 
aspirator trocar and cannula, and a few feet of tubing, 
with a test-tube- shaped reservoir. The injection is 
made slowly by gravity. The most suitable sites for 
injection are where the tissues are loose — e.g., under 
the edge of the mamma, in the axilla or the abdominal 
wall. Strict aseptic precautions should be observed. 
In order to maintain the proper temperature of the 
solution, a coil of the tubing should be placed in 
a basin of very hot water, which should be renewed 
from time to time. 

The maximum amount injected at any one site 
should never exceed 1 pint, and care should be taken 
that the tumour formed by the injected fluid should 



FOR GENERAL PRACTITIONERS 191 

not be allowed to become very tense, cold, or anaemic, 
lest necrosis should result. It will never be found 
necessary to inject more than 4 or 5 pints on a single 
occasion. 

A sense of oppression, or diflSculty of breathing 
during administration, is an indication to desist for 
the time. Where much blood has been already lost, 
and where the coagulating power of the blood should 
not be interfered with, as in hsemorrhage from gastric 
or intestinal ulcer, the minimum amount of solution 
should be injected. 

In very urgent cases calling for immediate treat- 
ment, the solution may be injected intravenously. 

In cases of deep unconsciousness, it is found that 
enteroclysis is not satisfactory, from non-retention, 
and here the solution may be administered by the 
stomach-tube. 

Saline infusion is coptra-indicated where there are 
any signs of a labouring right heart — e.g., cyanosis, 
distended veins in the neck, or irregular pulse. 



TRUNECEK'S SERUM 

In Trunecek's mineral serum (so called after 
Dr. Trunecek of Prague) we have a therapeutical 
agent of the greatest value. The serum represents, 
but in a solution ten times more concentrated, a 
mixture of all the alkaline salts that constitute the 
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inorganic constituents of the blood, in their proper 
proportions. Its formula is as follows : 

Bl Sodii sulphatis 0*44 parts. 

Sodii chloridi ..'. 4*92 „ 

Sodii phosphatis % 0*15 „ 

Sodii oarbonatis -« 0*21 „ 

Potassii sulphatis ... f 0*40 „ 

Aquam destillatam ad 100,, 

Trunecek injects 1 c.c. of this solution hypodermi- 
cally for a single dose, and repeats the injection every 
four to seven days, increasing the dose by 0*1 to 
0*5 c.c. each time. In some cases he makes an 
injection every day, and has given as much as 5 c.c. 
to 7 C.C. for a dose. He usually makes the injection 
in the forearm, the right and left being chosen 
alternately. 

The injection should be made slowly ; furthermore, 
when the needle has been inserted, the syringe should 
be removed to see that no blood exudes. If it appears, 
another puncture must be made, the reason being 
that when blood is drawn the injection is apt to be 
followed by the formation of small indurations. 

Pain may result from the injection, but as a rule 
it does not continue long. Local anaesthesia by 
cocaine, ^S-eucaine, etc., should not be administered, as 
the effect of the serum is adversely modified thereby. 
Should the patient object to hypodermic injections, 
the serum may be introduced by means of enemata, 
or given by the mouth. When given by the mouth, 
the most convenient form of exhibition is by capstdes, 
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which should be taken twice daily an hour bef< 
meals. The formula for the serum when given thus 
differs from that for hypodermic use, being as follows : 



R Sodii chloridi Ik' 


.. grm. 10. 


Calcii phosphatis 

Sodii sulphatis / 

Magnesii phosphatis 

Sodii earbonatis *-*^ 


grm. 1. 
eg. 40. 
eg. 40. 
eg. 40. 


Sodii phosphatis 


eg. 30. 



Divide in port. xii. Sig. : i. bis die. 

The conditions for which the serum is chiefly 
indicated are, ^^gh ft^^^^'ftl tft^p^'^Pj h eadac he and 
giddiness due to arterio- sclerosis, tinnitus aurium, 
deafness caused by sclerotic otitis, and chronic rheu- 
maiism. " — 

One of the most striking points in the treatment 
is the small quantity of the serum which is found 
necessary. As an example, we quote the last case 
we have had under treatment by this serum : 

H. T., aged sixty-seven, had been suffering for four 
months from severe attacks of giddiness, caused by 
high arterial tension due to arterio-sclerosis. One 
gramme of the serum was ordered to be taken, by 
the mouth, twice dail.Y» Two days after the com- 
mencement of the treatment distinct improvement 
was reported, and at the end of a week the giddiness 
had entirely disappeared. 

Dr. Leopold Levy, of Paris, has found the serum 
strikingly beneficial in sclerotic otitis. In fourteen 

18 
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of his cases there was more or less deafness, in five 
there was tinnitus aurium without deafness, and in 
seven both were present. The improvement in 
hearing was markedly rapid, one patient, after a 
single injection, being able to hear sounds which 
had been inaudible to him for years. 
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APHORISMS 

Syphilitic eruptions do not cause itching. 

Urticaria will almost invariably yield to the patient 
use of an alkali and quinine. 

The special features of syphilitic eruptions are 
asymmetry and polymorphism. 

The diseases and disorders of advanced life are 
intimately linked with imperfect blood-depuration. 

All pyrexial states in old people are .apt to set up a 
typhoid condition, because the kidneys are unequal to 
the task of depurating the blood. 

Never misconstrue into typhoid fever a typhoid 
state of the system. 

In the typhoid state never use depressing anti- 
pyretics — e.g., the coal-tar derivatives. 

Free action of the bowels should always be main- 
tained in scarlet fever. Dr. Mahomed has shown that 
the occurrence of albuminuria is generally preceded 
by a state of high arterial tension which can be 
relieved by aperients. 

A normal temperature may be present in diphtheria 
and pneumonia. 

13—2 
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In typhoid fever occurring in children, the tempera- 
ture may be normal or subnormal in the morning 
(hence the synonym " infantile remittent fever "). 

Whenever more than one lobe of a lung, in acute 
croupous pneumonia, is involved, the crisis may be 
delayed until the twelfth or thirteenth day. 

(Edema of the chest wall in the presence of pleuritic 
effusion is a diagnostic sign of the effusion being 
purulent. 

A high temperature cannot be relied upon to decide 
the diagnosis between inflammatory and malignant 
disease. 

Serous inflammations in children are more liable 
to proceed to suppuration than in adults. 

Never give an enema in a case of intussusception 
where there is a history of " consumption of the 
bowels." 

If a child with any abnormal dulness at the base of 
a lung cry loudly, the disease is almost certain to be 
pleurisy. 

An attack of convulsions in a child, accompanied 
by a small pulse and hiccough, is pathognomonic of 
worms. 

In case of a solid tumour in the iliac region in a 
male, never omit to examine the scrotum for both 
testes. 

Eupture of the tendo Achillis does not prevent 
walking. 
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In affections of the kidneys, pain may be felt only, 
or chiefly, in the bladder and urethra. 

In intestinal obstruction, the cessation of pain and 
stercoraceous vomiting (the constipation being unre- 
lieved) is neither a reason for delay in operating, nor 
does it render an operation less urgent. 

In mastoid inflammation, danger to life is inversely 
proportional to the actual evidences of inflammation. 

Epididymitis and gleet are sometimes found without 
having a urethral, far less a sexual, origin. They may 
be caused by tubercle or trauma. 

Purgatives should not be given in cases of scalds or 
burns, because of the possible presence of duodenal 
ulceration. 

If persistent vomiting occur in a non- pregnant 
woman, especially a young one, the most likely cause 
is ovarian. The same applies to indigestion in women, 
particularly if the tongue is clean. 

Septic mischief may be present in the uterus of a 
puerperal woman, notwithstanding the absence of any 
offensive discharge. 

The absence of amenorrhoea does not exclude 
extra-uterine pregnancy. 

When plugging the vagina, never omit to make sure 
that the two natural reservoirs are empty ; otherwise 
severe pain is likely to follow. 

Never apply cold to a joint which is affected with 
acute gout. 
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When both eyes are affected with iritis, the cause is 
most likely to be syphilis. 

Whenever dilated pupils are observed in old people, 
glaucoma should be looked for. 

In young men complaining of epigastric pain, it 
should be borne in mind that masturbation or 
excessive venery may be the possible cause. 

A monarthritis in a young man is almost sure to 
have a gonorrhoeal origin. 

Allingham remarked that he had seen dozens of 
cases where the only manifestation of syphilis was to 
be found in the rectum. 

In the treatment of syphilis the patient must be 
maintained at the highest possible degree of health. 

Willan Parker said : ** If the patient exorcises the 
two devils of rum and tobacco, I will exorcise syphilis." 

Whenever syphilis appears in an infant within the 
first two weeks of life, it is almost invariably fatal. 

No infant is too young to be affected with tubercle. 

One of the first signs of tuberculosis is the accelera- 
tion of the pulse from half a dozen to a dozen per 
minute. 

Bulimia in advanced phthisis is a symptom of the 
worst omen. In such cases give opium. 

Never forget to examine the apex of a lung 
suspected of infection by tubercle, in the supine as 
well as in the erect position. 
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Peri-umbilical erythema is a pathognomonic sign 
of tubercular peritonitis. 

Long syncopal attacks in middle aged persons, who 
feel well in the intervals, are almost always due to 
aortic stenosis. 

In cases of persistent vomiting, or in persistently 
recurring boils and carbuncles, never forget to examine 
the urine — in the former case for albumin, in the 
latter for sugar. 

An abscess may be latent in the brain for many 
months. Acute symptoms may then suddenly set in, 
and the patient die in a few days. 

The same sequence of events may occur in the case 
of cerebral neoplasm. 

In cerebral growths, the seat of headache aids us 
very little in their localisation, as tumours in almost 
any region of the brain may produce headache in 
nearly every situation. 

Gradually developing hemiplegia is oftenest due to 
a cerebral neoplasm. 

Hemiplegia caused by uremia, or transient angio- 
neurotic spasm of the cerebral vessels, occasionally 
occurs. 

Bilateral pains in the legs should lead to an imme- 
diate examination for the presence of locomotor ataxy 
and diabetes. 

Always place a person in uraemic coma in the 
lateral position. 
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When a fracture occurs from a slight cause in an 
elderly or middle-aged woman, scirrhus of the mamma 
will often be found to be present. 

Never completely empty the bladder by catheter in 
acute retention due to prostatic hypertrophy. 

Never forget the possibility of a distended bladder 
in any case of abdominal pain. 

Daily evacuation of the bowels is desirable in all 
inflammatory processes. It is a sine qua non in the 
successful treatment of acute septicaemia. 

Eetraction of the head in case of cranial injury is 
diagnostic of implication of the base of the brain. 

Whenever arsenic is being administered for a 
considerable time, be on the outlook for sneezing, 
lachrymation, sickness, and pain in the epigastrium, 
these being the first symptoms of arsenical poisoning. 

In every case of apparently spontaneous left-sided 
empyema, never forget to think of the possibility of 
the presence of gastric ulcer. 

Profuse haematemesis in a young patient may occur 
in the absence of gastric or duodenal ulcer, being due 
to vasomotor paralysis of the gastric vessels. 

In a case of urethral stricture, never rest content 
until you have passed into the bladder as large a 
catheter as the meatus will admit. 
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Abdominal aorta, compression 
of, in post-partum haemor- 
rhage, 156 
pain, 1 

palpation in warm bath, 6 
section, treatment after, 77 
visceral lesions, diagnosis 
of, 79 
AbscesS). palmar, 128 

subdiaphragmatic, 136 
Acetabulum, fracture of rim of, 

109 
Acroparaesthesia, 9 
Air-passages, foreign body in, 80 
Albumin in urine, detection of, 67 
Albuminuria in pregnancy, 161 
Alcoholic haem itemesis, 36 
Alkalies, incompatibility with 
alkaloids, 185 
with strychnine, 185 
Alkaloids, incompatibility with 

alkalies, 185 
Amblyopia, sexual origin of, 30 
Amnion, artificial, 151 
Amyl nitrite, caution in adminis- 
tration of, 176 
in epistaxis, 176 
in haemoptysis, 176 
in post-partum haemor- 
rhage, 156, 176 
Anaesthesia, nyoscine • morphine, 

157 
Andral on pneumonia, 51 
Angioneurotic dermatitis, 7 

oedema, 9 
Ankle, sprain of, 81 
Ankle-joint, fracture in, 110 
Anfimony, 176 

Aortitis, syphilitic, mercury bin- 
iodide in, 181 
Aphorisms, 195 

Apoplexy, cerebral, prognosis in, 
15 



Appendix, perforation of, 92 

triangle of. cutaneous tender- 
ness, 88 
Appendicitis, 85 

medical treatment of, 95 
Argyll-Bobertson pupil, 39 
Arm, obstetrical paralysis of, 167 
Arsenic in gastralgia, 177 
Arterial hypertension, Trunecek's 

serum in, 193 
Arterio - sclerosis, Trunecek's se- 
rum in, 193 
Arthritis, acute tuberculous, 62 
Artificial respiration in brain in- 

juries, 120 
Asthma in pregnancy, 161 
Auscultatory percussion in diag- 
nosis of disease, 16 
in diagnosis of fractures, 
111 
Autotoxic vomiting of pregnancy, 
saline infusion in, 189 

Barr on endocarditis, 29 

Bartrina's catheter, 149 

Basal fracture, 117 

Bath, warm, abdominal palpation 

in, 6 
Beer-yeast in sepsis, 170 
Belladonna, 177 

in angioneurotic oedema, 11, 
14 
Bier's hot-air chambers, 120 

treatment by artificial hyper- 
aemia, 120 
Brachial paralysis, 167 
Brain, compression and concussion 
of, 114 
injuries, artificial respiration 
in, 120 
Brand's modification of Bartrina's 

catheter, 149 
Bromides, 177 
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Bromides in angioneurotic oodema, 
11,14 
incompatible with strychnine, 
183, 185 
Bronchitis, acute, antimony in, 

176 
Bronchus, foreign body in, 80 
Bucquoy on duodenal ulcer. 144 
Bulimia of phthisis, opium in, 181 
Bums, potassium chlorate in, 181 
severe, saline infusion in, 189 

Calcium chloride, 178 
iodide, 178 
lactate, 178 
phosphate, 179 

salts in angioneurotic cedema, 
14 
Calomel, 180 

in treatment of head injuries, 
119 
Carbolic acid poisoning, saline in- 
fusion in, 189 
Cells, ethmoid, diseases of, 107 
Cerebral apoplexy, prognosis in, 

15 
Children, diarrhoea in, 26 
Chloroform during and after la- 
bour, 176 
heart failare due to, 17 
sickness, 17 
Chorea, phenazonum in treatment 

of, 181 
Cinnamate treatment of phthisis, 

44 
" Clergyman's sore throat " often 

myalgic, 43 
Clinical varieties of pneumonia, 

47 
Cocaine in rigid os uteri, 155 
Colic, mucous, 18 
Colitis, membranous, 18 
CoUargol in sepsis, 171 
Colles's fracture, treatment of, 108 
Coma, diabetic, saline infusion in, 
188 
ursemic, saline infusion in, 

188 
von Wedekind's method in, 75 
Convulsions caused by foreign 
bodjr in ear, 98 
infantile, morphine in, 181 
ursBmic, morphine in, 157 
saline infusion in, 188 
venesection in, 156 
Cornea, opacities of, 85 
ulcers of, 35 



Cough caused by foreign body in 

ear, 98 
Coxa vara, 95 
Crile on shock, 135 
Crises, Dietl's, 28 
Cutaneous tenderness, appendix 

triangle of, 88 
Cyclic vomiting, 71 

Deafness from sclerotic otitis, 
treatment by Trunecek's serum, 
193 
Deaver on rigors in appendicitis, 

90 
Debility, simple, 23 

excretions and secretions in, 
24 
Deierine on tabes, 40 
Delirium, senile, 25 

treatment of, 25 
tremens, saline infusion in, 
189 
Diabetes mellitus in pregnancy, 

162 
Diabetic coma, saline infusion in, 

188 
Diagnosis of abdominal visceral 
lesions, 79 
of disease by auscultatory 

percussion, 16 
of fractures by auscultatory 

percussion. 111 
of head injuries. 114 
of locomotor ataxy, 38 
of osteomyelitis, 127 
of sciatica, 52 
differential, of syphilis and 

tuberculosis of tm'oat, 57 
of varicella, 69 
Diarrhoea, 25 

in children, 26 
matutinal, 28 
ursemic, 26 
Dietl's crises, 28 
Dieulafoy on syphilitic aortitis, 

181 
Digitalis, 179 

in acute endocarditis, 29 
Dionin in corneal opacities, 35 
Dislocation of hip, 105 

of shoulder, 104 
Diuretics, 174 
Douching, post-partum, 155 
Drugs, incompatibility of, 183 

notes on, 176 
"Dry "labour, 155 
Duodenal ulcer, 141 
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Ear disease in children indicated 
by rolling of head, 100 
prognosis in, 99 
foreign Dody in, causing con- 
vulsions, 98 
causing cough, 98 
middle, sclerosis of, 103 
Ears of children, importance of 

examination of, 99 
Eclampsia, ursemic, 156 
Eczema, antimony in, 177 
Edge on artificial amnion, 151 
Electrical treatment of deafness 
due to sclerosis, 103 
of tender spots in spine, 

54 
of tinnitus aurium, 102 
Endocarditip, acute, digitalis in, 

29 
Enteric fever in pregnancy, 162 
Enteroclysis, 190 
Enuresis, nocturnal, phenazonum 

in. 181 
Epilepsy in pregnancy, 162 
Erysipelas in pregnancy, 163 
Erythromelalgia, 9 
Ethmoid cells, disease of, 107 
Excretions in simple debility, 24 

" Facies abdominalis " in appendi- 
citis, 92 
Felon of finger, 129 

of thumb, 129 
Femur, oblic^ue fracture of, 108 
Fluorescein in corneal ulcer, 35 
Forceps, obstetric, 153 
Foreign body in air-passages, 80 
in ear, 98 
in nose, 80 
Fothergill on diuretics, 175 
Fracture at base of skull, 117 

of acetabular rim, 109 

of ankle-joint, 110 

of CoUes. 108 

of elbow- joint, 110 

of shoulder- joint, 110 

of wrist-joint, 111 
Fractures, auscultatory percussion 
in. 111 

Gastralgia, arsenic in, 177 
Gastric conditions, 35 

ulcer, perforation of, 112 
Gersuny's method of prosthesis, 

132 
Gibney's strapping in sprain of 

ankle, 81 



Glottis, scalds of, calomel iu, 180 

Gonorrhoea, quinine contra-indi- 
cated in, 182 

Gonorrhoeal rheumatism, mercury 
biniodide in, 180 
passive hypersemia in, 123 

Goodhart on temperature, 60 

Grammar, bad, in prescription- 
writing, 186 

*' Growing pains" often myalgic, 
43 

Gunpowder marks, hydrogen per- 
oxide for, 179 

Guns on syphilis of the kidney, 55 

Haemaiemesis, alcoholic, 36 

in septic appendicitis, 91 
Haemophilia, calcium salts in, 178 
HsBmoptysis, rheumatic, 51 

treatment by amyl nitrite, 51, 
176 
Haemorrhage, calcium salts in, 178 

saline infusion in, 188 
Haine's modification of Haser's 

formula, 67 
Head, injuries of, diagnosis of, 114 

opium in treatment of, 114 
Headache, deep orbital, 31 

Klapp's glasses in, 126 

occipital, 31 

ocular, 31 

"panorama," 32 

supra-orbital, 31 

temporal, 31 

Tranecek's serum in, 193 
Hearing and tobacco, 98 
Heart disease in pregnancy, 163 

failure of, due to chloroform, 

17 
Hiccough in appendicitis, 91 

von Wedekmd's method in, 76 
Hill on amyl nitrite, 176 
Hip, dislocation of, 105 
Hydrargyrum cum creta, 180 
Hydrogen peroxide, 179 

in sepsis, 179 
Hydrops articulorum, intermit- 
tent, 10 
Hyoscine - morphine anaBsthesia. 

157 
Hyoscyamus, 179 
Hypertemia, artificial, of Bier, 120 
Hyperalgesia, cutaneous, in ap- 
pendicitis, 88 
Hypodermoclysis, 190 
Hysteria, von Wedekind's method 
in, 76 
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Imperial Drink, 26, 157 
Incompatibility of drugs, 183 
Infantile convulsions, morphine 

in, 181 
Inflammation treated by Bier's 
b^pereemia, 120 
by Klapp's suction- glasses, 
124 
Infusion, saline, 188 
Inman on myalgia, 42 
Intolerance of light by children, 
180 
treated by hydrarg. c. 
creta, 180 
Iron, 179 

to be given with caution in 

gout, 180 
useless in old age, 180 

Jackson on pneumonia, 50 
Johnson on Kreatinine, 68 
Joints, fractures of margins of. 

109 
Jones on pneumonia, 50 
Jordan on shock, 135 

Kaufmann on rupture of urethra, 

145 
Kidney, syphilis of, 65 
Elapp's suction-glasses, 124 
Kreatinine affecting life insur- 
ance, 68 
in urine, 68 
test for, 68 

Labour, "dry," 165 

hyoscine-morphine anaesthe- 
sia in, 157 
vaginal examination in, 154 
Landerer's cinnamate treatment 

of phthisis, 45 
Lead-poisoning in pregnancy, 164 
Leg, treatment of ulcer of, 124 
Leucocytosis in appendicitis, 91 
Levy on Trunecek s serum, 193 
Life insurance and kreatinine, 68 
and specific gravity of 
urine, 68 
Locomotor ataxy, 38 

diagnosis of, 38 
Lumbago, Klapp's glasses in, 
126 
saline infusion in, 189 
Lymphangitis, 126 

Macdougall on opium in basal 
fracture, 119 



Malingerer, detection of, by von 

Wedekind's method, 76 
Mania, alcoholic, von Wedekind's 

method in, 76 
Marasmus, saline infusion in, 190 
Margins of joints, fractures in, 109 
Mastitis, antimony in, 177 
Klapp's glasses in, 125 
Matutinal diarrhoea, 28 
Mays on pneumonia, 50 
Measles in pregnancy, 164 
Membranous colitis, 18 
Menorrhagia, calcium lactate in, 
178 
digitalis in, 179 
Mercurial salts, incompatibilities 

of, 183, 184 
Mercury, preparations of, 180 
Middle-ear suppuration, quinine 

contra-indicated in, 99 
Mittendorf's "eye-spirits," 34 
Morning sickness in debility, 23 
Morphine in appendicitis, 95 
m head injuries, 119 
in infantile convulsions, 181 
poisoning, saline infusion in, 
189 
Morphine - hyoscine anaesthesia, 

157 
Mottling of arms and hands in 

vertigo, 101 
Moynihan on duodenal ulcer, 141 
Mucous colic, 18 
Myalgia, 41 

Neuralgia, trigeminal, strychnine 
in, 182 
visceral, belladonna in, 177 
Nocturnal enuresis, phenazonum 

in, 181 
Nose, foreign body in, 80 
Notes on drugs, 176 

Obstetric forceps, 153 
Obstetrical paralysis of arm, 167 
Obstruction of bowels, belladonna 

in, 177 
Ocular headache, 31 
CEdema, angioneurotic, 9 
Ogston on coxa vara, 96 
Old people, caution in giving bro- 
mides to, 178 
in giving arsenic to, 
177 
Opacities of cornea, 35 
Opium, 181 

in head injuries, 114 
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Os nteri, rigid, cocaine in, 155 
Osier on duodenal ulcer, 144 
Osteomyelitis, diagnosis of, 127 
Otitis, sclerotic, Trunecek's serum 
in, 193 

Pain, abdominal, 1 

Palmar abscess, 128 

Palpation, abdominal, in warm 

bath. 6 
'' Panorama " headache, 32 
Paralysis, brachial. 167 

obstetrical, of arm, 167 
Paraphimosis, reduction of, 129 
" Parchment " os uteri, cocaine in, 

155 
Parker, case of angioneurotic 

oedema, 13 
Parturition de luxe, 157 
Percussion, auscultatory, in diag- 
nosis of disease, 16 
in diagnosis of fractures, 
111 
Perforation of appendix, 92 

of gastric ulcer, 112 
Peritonitis simulated by thoracic 

disease, 63 
" Peroxide poultice," 179 
Pertussis, phenazonum in, 181 

saline mfusion in, 189 
Pharyngeal tuberculosis, 58 
Phenazonum, 181 
Phimosis, 130 
Phlebitis, 131 

Phthisis, bulimia of, opium in, 
181 
treated by cinnamate of so- 
dium, 44 
Pleurodynia, saline infusion in, 

189 
Pneumonia, central, 48 
clinical varieties of, 47 
influenzal, 49 
larval, 48 
latent, 48 
massive, 49 
migratory, 48 
in pregnancy, 165 
sahne infusion in, 189 
Poisoning by carbolic acid, saline 
infusion in, 189 
by lead in pregnancy, 164 
morphine, saline infusion in, 
189 
Post-ansBsthesia vomiting, saline 

infusion in, 189 
Post-partum douching, 155 



Post-partum hsBmorrhage, amyl 
nitrite in, 156 
pressure on abdominal 

aorta in, 156 
saline infusion in, 188 
Power on gastric ulcer, 113 
Pregnancy, albuminuria in, 161 

asthma in, 161 

bromides in, 177, 181 

diabetes mellitus in, 162 

diseases occurring in, 161 

enteric fever in, 162 

epilepsy in, 162 

erysipelas in, 163 

heart disease in, 163 

l6ad-poisoning in, 164 

measles in, 164 

operations in, 166 

opium in vomiting of, 181 

pneumonia in, 165 

pyrexia in, 166 

scarlatina in, 165 

smallpox in, 165 

tuberculosis in, 166 
Prescriptions, bad grammar in, 
186 

incompatibility in, 183 
Prognosis in appendicitis, 94 

in cerebral apoplexy, 15 

in ear disease, 99 

in head injuries, 118 
Prostate, retention from enlarge- 
ment of, 148 
Prosthesis, Gersuny's method of, 

132 
Puerperal sepsis, coUargol in, 171 

treatment of, 159 
Pupil, ArgyU-Robertson, 39 

dilated in head injuries, 116 
Pylorus, opium in spasm of, 181 

Quinine, 182 

caution in use of, 99, 182 
contra - indicated in gonor- 
rhoea, 182 

Baffaele on albumin in urine, 67 
Rayer on syphilis of kidney, 56 . 
Raynaud's disease, 9 
Reflex conditions in pregnancy 

bromides in, 177 
Respiration, surtiflcial, in head in* 

juries, 120 
Retention of urine from enlarged 

prostate, 148 
Rheumatic gonorrhoea, mercury 
biniodide in, 180 
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Bheumatic hsemoptysis. 51 
Kheumatism, chronic, Trunecek's 
serum in, 193 
diagnosis of, from tubercle, 62 

from osteomyelitis, 127 
in children, 52 

where salicylates are contra- 
indicated, 187 
Bi^ors in appendicitis, 90 
Boiling of head in infants, 100 
Bose on puerperal septicaemia, 

159 
Botch on "persistent" vomiting, 

73 
Bubber finger-stall in vaginal 

examination, 155 
Buptore of urethra, 145 

Salicylates, caution in use of, 99 
when contra-indicated in acute 
rheumatism, 187 
Saline infusion, 188 

contra-indications for, 191 
Scalds, potassium chlorate in, 181 

of glottis, calomel in, 180 
Scarlatina in pregnancy, 165 
Schafer on atropine in anaesthesia, 
17 
method of artificial respira- 
tion, 15 
Sciatica, diagnosis of, 52 

saline infusion in, 189 
Sclerosis of middle ear, 103 
Sclerotic otitis, Trunecek's serum 

in, 193 
Secretions in debility, 24 
Section, abdominal, treatment 

after, 77 
Semle delirium, 25 

treatment of, 25 
tuberculosis, 64 
Sepsis, beer-yeast in, 170 
Bier's hvperaemia in, 125 
coUargol m, 171 
hydrogen peroxide in, 179 
iron in, 180 

sodium sulphocarbolate in, 
182 
Septicaemia, puerperal, 159 
Serum, Trunecek's, 191 
Sexual amblyopia, 30 
Shock following operations, pre- 
vention of, 135 
treatment of, 135 
Shoulder, dislocation of, 104 
Sickness, chloroform, 17 
morning, u debility, 2 



Simpson on levurine, 171 
Skull, fractures at base of, treat- 
ment of, 119 
Smallpox in pregnancy, 165 
Smith, Greig, on subdiaphrag- 
matic abscess, 137 
Bamsay, on angioneurotic 
dermatitis, 7 
Sodium acetate in saline infusion, 
189 
cinnamate in treatment of 

phthisis. 44 
sulphocaroolate in treatment 
01 sepsis, 182 
Spasm of pylorus, opium in, 181 
Specific gravity of urine, 67 

of urine affecting life in- 
surance, 68 
Spie^ler's reagent for albumin in 

unne, 67 
Spine, tender spots in, 54 
Sprain of ankle, 81 
Stockman on acetate of sodium, 

189 
Stomach, perforation of ulcer of, 

112 
Strychnine, 182 

cumulative effect of, 182 
incompatible with alkaline 
substances. 185 
Sturrock on dislocation of hip, 

106 
Subdiaphragmatic abscess, 136 
Suction-glasses, Elapp's, 124 
Syphilis of kidney, 55 

of throat differentiated from 
tuberculosis, 57 
S}[philitic aortitis, mercury bin- 
iodide in, 181 

Taylor's artificial amnion, 151 
Teeth, sensitive, calcium phos- 
phate in, 179 
Temperature, 69 
Tender spots in spine, 54 
Test for albumin m urine, 67 

for kreatinine in urine, 68 
Tetanus, 139 
Thomas on dislocation of shoulder, 

104 
Thoracic diseases simulating acute 

peritonitis, 63 
Thrombosis of cerebral arteries 
from bromides, 178 
of veins of lower extremities, 
131 
Tinnitus aurium, 102 



INDEX 



207 



Tinnitus aorium, Trunecek's se- 

rnm in, 193 
Tobacco and hearing, 98 
Trembling, senile, hyoscyamus in, 

179 
Trigeminal neuralgia, strychnine 

in, 182 
Trunecek's serum, 191 
Tuberculosis of throat, diagnosis 
of, 57 
in pregnancy , 166 
pharyngeal 58 
senile, 64 
Tuberculous arthritis, acute, 62 
cervical glands, calcium chlo- 
ride in, 178 
Typhoid state, saline infusion in, 
189 

Ulcer of cornea, fluorescein in, 
35 
of duodenum, 141 
of leg, calcium iodide in, 178 
jBier's hypersemia in, 124 
of stomach, perforation of, 112 
Uraemia, saline infusion in, 188 

venesection in, 156 
Uremic convulsions and coma, 
156 
diarrhoea, 26 
Urea, estimation of, 66 
Urethra, rupture of, 145 
Urinary tract inflammation, qui- 
nine contra-indicated in, 182 
Urine, detection of albumin in, 
67 
kreatinine in, 68 
retention of, from enlarged 

prostate, 148 
specific gravity of, and life 
insurance, 68 
varying with tempera- 
ture, 67 



Urticaria, quinine and alkalies in, 
182 

Vaginal examination during la- 
bour, 154 
Van Noorden on mucous colitis, 20 
Varicella, diagnosis of, 69 
Venesection in ursemic convulsions 

and coma, 156 
Veratrin ointment in ocular head- 
ache, 34 
Vertigo, hyoscyamus in, 179 

mottling of arms and hands 
in, iOl 
Visceral lesions of abdomen, diag- 
nosis of, 79 
rheumatism, 187 
Vomiting, cyclic, 71 

in appendicitis, 91, 93 
of pregnancy, autotoxic, saline 
mfusion in, 189 
opium and bromides in, 
181 
" persistent," 73 
post-anaesthetic, 17 

saline infusion in, 189 
toxaBmic, saline infusion iu, 
189 
von Wedekind's method of diag- 
nosis in coma, 75 

Wagstaft's obstetric forceps, 153 
Warm bath, abdominal palpation 

in, 6 
Weir - Mitchell " rest - cure " in 

mucous colitis, 19 
Whiting on angioneurotic oedema, 

12 
Wounded severely, immediate 

treatment of, 149 

Yeast, beer, in treatment of boils 
and carbuncles, 170 
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